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Safe at Home West Virginia

. Overview

Wed Virginia was awarded our approval to proceed with our Demonstration Project
Safe at Home West Virginian October 14, 2014Safe at Home West Virginia is high fidelity
wraparound aimed al2-17-year2 f Ru@xéntly in congregate care settings in W¥tginia
or out-of-state and those at risk of entering a congregate care setting. West Virginia also
plans to universalize the use of the WV CANS across child serving systems.

Recognizing theway we have traditionaly practiced may not always resultin the best
possible outcomes for ourchildren and families, we are now engagingin a grocessthat
creates a new prspedive. In partnership withyouth and families, wewill collaborate with
both publcand private stakeholders, includingservice providers, school prsonrel, behavioral
hedth ervices, prdiation, and the judcial systemto demonstrate that children currentlyin
congregate care can be saely and successfuly served within their communities. By providing
afull continuum of supports to sengthen ourfamilies andfortifying our community-based
services, we can demonstrate that youth curently in congregate care can achievethe same or
higher indicators for safety and well-being while remainingin their homecommunities.

Safe at Home Westiginia2 NI LJF NP dzy R gAff KSfLI AYLNRZS AR
YR FlILYAft&Qa adNBy3aIdKa yR ySSRaT NBRdAzOS GKS
congregate care; reduce the reliance on -oiistate residential care; improve the functioning
of youth and families, including educational attainment goals for older youth; improve
timelines for family reunification; and reduce-emtry into outof-home care. The benefits of a
wraparound approach to children and families include:

1 One child and fany team across all service environments;
¢CKS FTlILYAfE&Qa 6NI LI NRdzyR LI Iy dzyATASA NBaA
1 Wraparound helps families build lotgrm connections and supports in their
communities;
1 Provides concurrent community work while youth igesidential care for a smooth
transition;
f Reduces the occurrenceagdS A+ G A @S AYLI OG 2F GNIF dzYhk GAO
Access to mobile crisis support, 24 hours per day, seven days per week; and
1 Crisis stabilization without the need for the youthenter/re-enter residential care.

=

=

SemiAnnual Progress RepdrtApril 27, 2018



Safe at Home West Virginia

As we begin to redirect funds from congregate care using a universal assessment and
thresholds; changing our culture of relying on bricks and mortar approaches to treatment; and
implementing wraparound to prevent, reducand support owof-home care, we will free up
funding to redirect into building our commun#yased interventions and supports. We will
use the assessed target treatment needs from W& CANS to guide our decision about the
best evidencanformed treatment for the targeted needs at the community level and begin to
develop a full array of proven interventions to meet the individual needs of children and
families in their communities. This approach and model will lead to our children getting what
they neal, when they need it, and where they need it. It will also enhance our service delivery
model to meet the needs and build on the strengths of the families of the children.

There are no significant changes in the design of our interventions to date.
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Safe at Home West Virginia

Theory of Change
We implement CANS and NWI
So That
We have clear urerstanding of family strengths antkeds
And
A framework/process to address those strengths and needs
So that
Familieswill receive the appropriate array of services and supp
And
Are more engaged and motivated to care for themselves
So that
Families become stabilized and/or have improved functioning
So that

Families have the knowledge and skills to identify and access community services and supports
and can advocate foheir needs

So that
Children are safely maintained in their home and/or community
And

Families are safe, healthy, supported by commuyratyd are successful
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Safe at Home WSst Virginia Theory of Change

Families have the knowledge
Familes become stabilized lls to identify and
We implement CANS and NWI and/or have improved C community servi
functioning suports and can advoc
for their needs

Families are more engaged Children are safely maintained
and motivated to care for in their home and/or
themselves community

We have clear understanding
of family strengths and needs

A framework/process to Families receive the Families are safe, healthy, and
address those strengths and appropriate arrray of services supported by community ,and
needs and supports are ¢ ssful
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Safe at dme West Virginid_ogic Model

Intermediate/

Outcome Short-term System
Inputs Interventions Outputs Linkages Outcomes Outcomes
1 Youth 12-17 in | 1 CAPS/CANS 9 Number of 9 Compre- 1 More youth 1 Fewer youth
open cases assessments youth?! hensive leaving enter
1 Flexible to determine assessed with assessments congregate congregate
funding under need for CAPS/CANS lead to service care care
Title IV-E wraparound 9 Number of plans better 9 Fewer youth in | 1 The average
waiver services youth and aligned to the out-of-state time in
1 CAPS/CANS 1 Intensive Care families needs of the placements on congregate
tools Coordination engaged in youth and any given day decreases
1 Caseworkers model of wraparound their families 1 More youth { More youth
trained in wraparound services while |  Delivery of return from remain in their
wraparound services youth remains services out-of-state home
service 1 Next Steps at home tailored to the placements communities
provision model of 9 Number of individual {l Fewer youth
1 Multi- wraparound youth needs of the enter foster
disciplinary services engaged in youth and care for the
team wraparound families first time
ﬂ Courts services while results in 1'[ Fewer youth
{1 Coordinating in non- stronger re-enter foster
agencies congregate families and care after
1 Service care out-of- youth with discharge
providing home fewer 1 Fewer youth
agencies placement intensive experience a
I Number of needs recurrence of
youth maltreatment
engaged in {1 Fewer youth
wraparound experience
services while physical or
in congregate mental/
care behavioral
issues
9 More youth
maintain or
increase their
academic
performance

L Al references to youth in the logic model refer to youth in open cases who are between 12 and 17.
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Safe at Home West Virginia

ll. Demonstration Status, Activities, and Accomplishments

Implementation of Safe at Home West Virginiéicially launchedn October 1, 2015
in the 11 counties of Berkley, Boone, Cabell, Jefferkamawha, Lincoln, Logan, Mason,
Morgan, Putnam, and Wayneith the first 21 youth beingeferred for Wraparound
Facilitation. West Virginia also began the process of universalizing the CANS across child
serving systems.

OnAugust 1, 2016\est Virgina began Phase 2 of implementation by expanding to
the 24 counties of Barbour, Brooke, Grant, Greenbrier, Hampshire, Hancock, Hardy, Harrison,
Lewis, Marion, Mineral, Mercer, Monongalia, Monroe, Nicholas, Ohio, Pendleton,
Pocahontas, Preston, Randolph, Suensy Taylor, Tucker, and Upshdrhis phase of
implementation brought in counties fromach of the 4 BCF regions.

On April 1, 207, West Virginia began Phase 3 of implementation by expanding to the
remaining 20 counties of; Braxton, Clay, Jackson, &dritchie, Doddridge, Pleasants, Wood,
Marshall, Tyler, Wetzel, Calhoun, Gilmer, Wirt, Fayette, Raleigh, McDowell, Wyoming, Mingo,
and Webster. This phase brought the entire state into full implementation.

As ofMarch 31, 20181,783 youth have beerenrolled in Safe at Home West
Virginia. West Virginia has return&d youth from outof-state residential pleement back
to West Virginia223Youth have stepped down from-state residential facement to their
communities, an®6 youth have returned hom from an emergency shelter placement.
West Virginia habeen able tgprevent the residential placement df120at risk youth

The breakdown of placement type at time of enrollment is as follows:

1 106 were or are in oubf-state residential placemerdt time of enrollment
with 73 returning to WV

1 344were or are in irstate residential placemerdt time of enroliment with
223returning to community

1 1,277 were or are prevention cased time of enroliment with only157
entering residential placement

1 56were or are in an emergency shelter placemantime of enrollment with
26 returning to their community
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Safe at Home WV Enrollment
(Cumulative Count)
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Number Enrolled in Safe at Home WV
(Cumulative Count)
As of March 31, 2017
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Number Enrolled in Safe at Home WV
(Cumulative Count)
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Number Enrolled in Safe at Home WV
(Cumulative Count)
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Safe at Home West Virginia

As part of our ongoing tracking and monitoring thecal Coordinating Agencies and
the BCF Regional Social Service Program Managers turn in trigstigat provide status
updates on all caseslhis also allows the identification of barriers to cases progressing.

Leading up to our firsafe at Home \&st VirginiaeferralsWest Virginia developed a
programmanual and family guide as well as DHHR/BCF policies, desk guides and trainings.
All staff and providers were provided withrédparound 101 training, an ovgew of the
wraparound process, Family aiYeuth engagement training that is part of our Family
Centered Practice Curriculum, and CANS trainifige West Virginia Department of Health
and Human Resources (DHHR) instituted weekly email blasts that go out to all DHHR staff
and our external partners These email blasts focused on educating us on the 10 principles
of Wraparound, family and youth engagement, and ongoing information regarding Safe at
Home West Virginia. We also implementeduarterly newsletter that reaches all of our
staff and extenal partners, conducted presentations across the state as well as media
interviews and private meetings with partner$hese activities continue as specific to each
phase of implementatiomnd sustaining Ournewslettersnow reach over 1,000 partners.

All program materiad, newsletters, as well as other pertinent information are posted on our
website for public viewing and use.

During tre previousreporting period, West Virginia implemented the recommendations
of our evaluator.

1 Recommendation lincrease DHHR staff survey response rate.

o0 West Virginia queried the BCF management team about survey participation and
found that many had not received the survey notification. West Virginia then
worked with our evaluator to determine the root cause oétlack of staff
completing the survey. It was determined that the email process being used to
send the notification of the survey and link came from the evaluators IT
RSLINIYSYyld 6A0GK I RAFFSNBY:O SYIFAf | RRNB
system toblock it as junk or spam. In cases where the email did get to staff, the
staff deleted due to the odd email address. West Virginia and our evaluator
worked on a process for notifying and sending the surveys that has alleviated the
issue.

14
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Safe at Home West Virginia

1 Recommendatin 2: Further Explore how to help youth/families build their natural
support systems.

0 West Virginia and our Local Coordinating Agencies have discussed this at length
and believe this is something that can be supported by deeper engagement with
the familiesand youth. West Virginia is a very rural Appalachian state with deep
roots in Celtic clan cultures. The isolation and culture does not naturally lend
itself to trusting others. This is something that can only be overcome through
true engagement and tist.

1 Recommendation 3: Work with LCAs unable to meet the required timeframes for
assessments and plans.

o This included working with the Local Coordinating Agencies on the development
of Plans for Improvement to address any deficiencies noted in thetfideli

NEOASsa O2yRdzOGSR f1ad NBLR2NIOAY3I LISNRZ2R

West Virginia with detailed fidelity review reports for each of the Local

/| 22NRAYFGAYy3a 1 ASyOASaod ¢ KS NBLJ2NIa
that outlined spedic areas that should be addressed within an Plan for
Improvement. Along with the fidelity reviews conducted by the evaluator WV
also conducted a review of the monthly provider report, the outcomes of that
NEOASSG 6SNB | faz2 LINPwiKiR@oRemants. 0 KS [ /!

During this reportingperiod, West Virginia has continued our work through the Local
Coordinating Agencies tmntinue to build capacitio meet the needs of Safe at Home WV
& 2dzi Ko [ /! Qa KI @S I RRS Rrtatos sideLirN@sponsié © $é&ld LIA &
service needs of clients. The Local Coordinating Agencies continue to work with their
respective counties to build more external supports and services, especially volunteer services
that will continue to partner with andupport our families and youth as their cases transition to
closure. This is often a challenge in re@nmunitiesbut it is also exciting to see creative
responses.

West Virginia has worked with the Capacity Building Center for States to develop a
strategic plan to support the wavier as well as other BCF initiatives and needs. The Capacity
Building Center for States provided a marketing consultant to assist with the development of
aone-pageinformational document about Safe at Home West Virgifliae document is
written in layman terms and is being utilized by the department as well as any of our
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Safe at Home West Virginia

partners to inform and solicit community level support for the youth and families being
served through Safe at Home West Virginia. This documentiialiesfor public use and
may be accessed and printed from the Safe at Home West Virginia Wedaditeyvdhhr.org
West Virginia took this learned skill and updated tme-pageflyer to be more current and
also developed ane-pageflyer for use to guid the community on identifying youth in the
target population and who to contact for possible referral to Safe at Home West Virginia.

In July2015 in preparation for Phase 1 implementaticthe Bureau for Children and
Families released a request for digations for Local Coordinating Agencies to hire and
provide Wraparound FacilitatorsThe grant awards were announced Angust 28'. The
grants provide startup funds for the hiring of wraparound facilitators atodassure a daily
case rate for facilétion and flexible funds for providing the necessary wraparound services.

The Local Coordinating Agencasildhire their allotted wraparound facilitators in 3
cohorts. West Virginia believed this would be the best process to use to assure theyr abilit
to hire and train their staff as referrals began to flow.

For Phase 2 implenm¢ation the Bureau for Children and Families released a request
for application for Local Coordinating Agencies to hire and provide Wraparound Facilitators
on February 26, 206. The grant awards were announced bfarch 28, P16. West Virginia
adjusted the grant awards based on lessons learned from Phase 1 implementation and
required the Local Coordinating Agencies to hire their allotted positions prior to the
implementationdate. More timewas allowedetween the grant award date and the actual
implementation d referralsto assurefacilitators couldreceiverequiredtraining.

This same procesgasfollowed in preparation of Phase 3 implementation. The same
communicationplan was implemented with staff and community partners. Case reviews
and selection have followed the same process and refewal® prepared for
implementation.

West VirginilK St R 'y a2y o2 NRPHadeélodallaimfatyngd oA G K 0 K
Agencien September 16, 201%0r the Phase 2 Local Coordinating Agencies on June 7,
2016 and for the Phase 3 Local Coordinating Agencies March 29 t@@%3sureconsistency
as wemoveforward. We then lold monthly meetings for the first 4 months and move to
semi-monthly or quarterly. These meetings allovor open discussioand planning

16
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regardingour processes and outcomes wellprovidingpeer supportand technical
assistancemong the agenciesActivities of this group include the updating of the
wraparaund plan form, updating the monthly progress summary, developing advanced
training specific to the wraparound facilitation, working with our Grants division to update
the monthly grant report to simplify reflecting performance measures and outcoragasd,
implementationof evaluation recommendations

In preparation forlPhase 1 implementation the local DHHR staff began pulling
possible cases for referral for review and staffing during the months of August and
September so that the referral process couldsgoeoothly,and the first referrals sent to the
LocalCoordinating Agencies on October 1, 2015. For Phase 2 implementation this same
process was used during the months of June andtdybyeparefor the first referrals that
were sent on August 1, 201BorPhase 3 implementation this same process was used
during the months of February and March for the first referrals to be sent on April 1, 2017.
We found this process to work well anchias been ged in preparation foall
implementation phases

The Pase linitial startupgrant period of 1 year expired on August 30, 2@h@ the
Phase 2 initial startup grant period of 1 year expired on April 30, 201 preparation for
thisthe Bureau for Children and Families prepared a provider agreement thatiexhll of
the activities and requirements of the newest statement of wiwkLocal Coordinating
Agencies and Wraparound Facilitatias well as the Results Based Accountability outcomes
and performance measures that are outlined in the grants.oidinal provider agencies
have signed the provider agreemerntscontinue serving as Local Coordinating Agencies in
their respectiveCounties

All provider agreements have been updated and signed by February 28, 2018 for
renewal on March 1, 2018. This kg@all the provider agreements into the same renewal
cycle.

CANS training and certification as well as Wraparound 101 training corgorass the
stateto assure new staff hires have tinequiredtrainings. BothWraparound 10land CANS
are now integrate into DHHR/BCF new worker training.

17
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772 DHHR staff have been trained in CARSnew Youth Service Workers have been
trained during this reporting period Thisongoing trainingcontinues as planned.

During this reporting period 35 peoplehavebeencertified or recertified in the
administering of the CANS.

West Virginia also continues with the identification and certificatioffCANS
Advanced CANS ExpersCEBto provide ongoing training and technical assistarwest
Virginiafound that staf were having difficulty accessing advanced CANS experts to provide
technical assistanceloaddress this Dr. Lyons came to West Virginia and spent a week with
staffidentified to go through the advanced CANS experts process. He alsogsawgbing
technical assistance calls with tegpertsto continue the development proces3he goal has
always been to have the internal capacity within West Virginia to continue this process and
the transferring of learning. We believe that with the assistancéefdurrent experts and
Dr. Lyons we will have no difficultyoceeding as plannedAt present we have D ACES and
42 CANS Expenpsoviding certification training and technical assistattt®ughout the state

West Virginia has also developed a planidentifying all staff trained and certified,
development of a training schedule based on identified need, technical assistance plan
developmentbased on identified need. Attached is the CANS Logic Model.

There are no significant changes in thesid@ of our interventions to date but there
have been innovationsDuring this reportingperiod,a group of Local Coordinating Agency
Directors and Clinical Supervisors with extensive experience witpakand have worked to
developan advancd trainingfor wraparound facilitators. We are referring to this training as
G! LILX A SR 2 NiptebentFhelnbiRidg is developead has beempiloted and is being
updated to expand to all facilitatorsT his trainingaddressedetter engagement with families,
how to problem solve and move a team forward, how to better write wraparound plans with
measurable outcomes, as well as other identified needs. It is to be more focused on the actual
application and practice of wraparound facilitation.

During this reprting period, West Virginiehas continued to follow the judiciary
communication plan as developedta®ar. The plan simply cafts continued communication
with our judiciary by combined teams of WV BCF management and LCA representation.

West Virgire also worked with our Evaluator, Hornby Zeller Associatesgiate
automatedWV CANS. AdlppropriateDHHRstaff and Local Coordinating Agency staff have
been trained in the use of the automat&lVV CANS and have begun enteriy/ CANS and

18
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subsequent ugdates. West Virginia has been using the CANS since 2003s biden updated

to the WVCANS 2.0. WV CANS 2.0 is a revision that fully incorporates the National Child
Traumatic Stress Network Trauma CANS. It adds several modules to strengthen auir curre
version of theWMCANS which are: juvenile delinquency-sutidule; expectant and

parenting submodule; commercial sexual exploitation youth suodule; GLBTQ stb

module; intellectual and developmental disabilities subdule; 85 population submodule;
substance abuse suimodule; fire setting sumodule; transition to adulthood sulmodule;

and sexually abusive behavior sotodule. Staff continuego use the automated CANS and
Local Coordinating Agencies continue to partner with the project directossor@ that initial

and subsequent CANS are complete on every youth enrolled in Safe at Home West Virginia.

Safe at Home West Virginia began implementation with the first referrals on October 1,
2015. The automated CANS data base did not become operhtiatiBFebruary 12, 2016.
During thattime, there would have been cases that already transitioned to closure for various
reasons. There has been a learning curve with the wraparound facilitators navigating the
systemand remembering to save changes hetdocument. This explains any discrepancy
regarding the number of youth enrolled and the number of initial CANS completed in the
system. The Safe at home West Virginia project director contmteework with the Local
Coordinating Agencies toonitor ard assure CANS are completed on each child being served.

At present5,235CANS have been completed and entered into the automated system.
This number represents initial and subsequent CANS. CANS are to be updated at minimum
every 90 days.

The system haproven to be very useful for the use of the CANS across systems. The
ability for stdf to quickly locate and usexisting CANS is very helpful in treatment planning and
the ability for administrative staff to access needed reports has proven to beugefyl. We
foresee this becoming even more valuable as West Virginia moves forward with the use of
CANS in treatment plan development.

During this reporting period West Virginia worked with our evaluators who developed
an algorithm reportinour automate / ! b{ RI GF o6l aSo® 5N W2Ky [ &:
Virginia on this algorithm which was then provided to the evaluators for build in the system.
The algorithm reportvent live on March

aSYidA2ySR gAUKAY 2Sai + A NEafioff lepodsis Sengdtd G A £ 5
Bill 393. This bill set forth very specific requirements regarding work with status offesuaigrs

19
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diversion. West Virginia identifideéividence Baseldunctional Family TheragiFThas a

valuable service tthe youth service popation and their families as a diversion or treatment
option. FFTis a short term (approximately four (4) months), higkensity therapeutic family
intervention. FFT focuses on the relationships and dynamics within the family unit. Therapists
work with families to assess family behaviors that maintain delinquent behavior, modify
dysfunctional family communication, teach family members to negotiate effectively, set clear
rules about privileges and responsibilities, and generalize changes to communigxisoand
relationships.It is limited to youth 1118 who have been charged or are at risk of being charged
with either a status offense or a delinquent act.

West Virginia awarded a grant to a lead agency to facilitate service coverage and
training througlout our state. Clinicians were traineahd provide this valuable therapeutic
service. FFT fits well within the wraparound process and has been identified as a very useful
service for many of our families being served within Safe at Home West Virgata thrget
population for FFT.

FFT is a wellstablished, evidenebased intervention model utilized in twelve (12)
countries, including the United States. FFT has shown to reduc@vieni as much as 50%.
is ore of the many therapeutic options that are available to youth and a family that may be
served by the juvenile justice system, child welfare, and Safe at Home West Virginia.

Regardhg analyses; the evaluator will separatases with FFfthe SACWIS system
shows us whether the family got that service. If it does not, we can only obtain the information
through our case readings and the prevalence of FFT will determine whethert\aayge
meaningful information out of it.

To further assist us with moving forward with Results Based Accountattibty
outcomes included within theocal Coordinating Agency grant agreem&iatements of work
are connected to the outcomes for Safe at Hovllest Virginia.All contracts and Provider
agreements include prasions for training other wraparound team members with specialized
roles, such as Peer Support Specialist, Parent or Youth Advocates, Mentors, and all wraparound
team members outside of theocal Coordinating Agencies, and adherence to clear
performance measures for families utilizing Safe at Home Wraparothdse prformance
measure outcomes will binked to continuation of yearly contractual relationshipetween
the Bureau anecachLoal Coordinating AgencyResponsibilityor executing the duties of the
contractual reationship with the Bureavests with the Local Coordinating Agency, as well as
development of an inclusive network of community providers in order to ensure youth and
families receive services that are needed, when they are negaletl where they are needed.

20
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We continue to work with our Local Coordinating Agencies to assure that their workforce
developmentmeetd Sa il + héeHsA YAl Q&

West Virginiacontinues to provié Traumainformed Care training to individuals
representing all child serving systems and the community at large. This training provides an
overview of the incidence and prevalence of childhood traumatic experiences and describes the
impact that traumacgd Kl @S 2y | OKAf RQ&a LIKeaAOlIfx a20Alf
development. Also discussed are trauma and the brain, the definition of tranfoemed care
as a systemic framework around which services are developed and provided, and the six co
components of a trauma informed system of care. Currently, Tramfoamed care is being
redesigned to be required core training for all providers and BCF dtédf. Yost has also been
conducting train the trainer sessions throughout the state tastssith expanding West
+ ANBAYAlI Qa AYGSNYyFt OFLIOAGE (G2 O2yiAydzsS 6A0K

During this reporting period BHHBNtinued withits/ KA f RNBy Qa . SKI @A 2 NI
Wraparound. In March 2016the Bureau for Behavioral Health and Health Faedi{BHHF)
released a Request for Applications for GrdotsLocal Coordinating Agencigshire
Wraparound Facilitators to serve 4 pilot areas of West Virginia. The BHHF pilot progect is
provide high fidelitywraparoundmodeled after Safe at Home Weégirginia, to children in
parental custody and no involvement with the child welfare system. BHHF has worked
closely with BCF to assure that the two programs are as similar as posgiimeat overlap
Several of the pilot areas are part of the Phasd $afe at Home West Virginia and all but 1
of the grant awards were to Local Coordinating Agencies that are also serving Safe at Home
West Virginia.During the last reportingeriod, they hadexpanded to consider referrals
from counties surrounding therminal pilot areas.They have received a total &¥1
referrals, 74 of those were accepted.

(0p))
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worked with our outof-home partners to make changes to our continuum of cahd.
provider agreementare beingwritten to include performance mesures West Virginia
continues to work with our partners to improve the continuum of care as well as our
agreements.

We continue working with our partners in Positive Behaviorgip®u Program. They
are assisting us with engagement and trainings in using the MAPs process. MAPSs refers to
Making Action Plans. The training helps facilitators understand the MAPs process and details
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and how to conduct a MAP and integrate it into aaparound Plan.The first such training is
scheduled for April 12, 2018.

l'a LI NI 2F 2Sa0 xANHAYAIQAa 2y3A2Ay3a g2N] G2
created a Treatment Foster Care model. As part of that process West Virginia has developed a
ThreeTier Foster Family Care Continuum. This continuum includes Traditional Foster Care
homes, Treatment Foster Care homes, and Intensive Treatment Foster Care homes. This was
developed in partnership with the Licensed Child Placing Providers who currelatliheo
Treatment Foster Care grants.

t234A0f& Yz2ald AYLRNIFYyG Aa 2Said £+ANBAYAIF Qa
adzadFAylroAfAGe KIFIa lfgleéa 06SSy AyOftdzRSR gA KA
activities to plan for transition out of the waer began this reporting period. During this
reporting period, a Financeworkgroup comprised of the Project Director, BCF Deputy
Commissioner of Operations, BCF CFO, DHHR CFO ahdstatbntinued work on
determiningnecessaryinancial information thawill be needed and used by other
workgroups to inform any programdjustments Ths group received Technicatsistance
through Casey Family Programs as well as our evalubiioancial planning also affords
West Virginia the neegt information to detamine level of service and commitment
needed to continue with this valuable program and to assist with the development of any
needed improvement packages determined to be appropriate.

West Virginia began joint meetings between the Bureau for ChildnenFamilies and
our sister Bureau for Medical Services to discuss ways Medicaid could support wraparound
as we move forward.

West Virginia is also continuing work on IVE Candidacy claiming which will assist with
sustainability.

West Virginia has alays intended to extend the availability of wraparound to all
children we serve. At present we are gaining all information available regarding the Family
First Act in order to understand the implications of the Act and how it will support our
sustainabiliy and expansion of wraparound.
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within the previougreport. Our evaluatorsa valuable contributor to this group and
financial sustainability plannirgs well as iforming program adjustmentsDuring this
evaluation and reporting period our evaluator is digging deeper into our outcome data to
assist us with better identification of youth who beneafibstfrom wraparound.
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[1l. Evaluation Status
Data Collection Activities:

During the most recent simonth evaluation period following the implementation of
Safe at Home West Virginia, the evaluator, Hornby Zeller Associates, Inc. (HZA), conducted
interviews with key stakeholders across the State anddministered the Department of
Health and Human Resources (DHHR) staff fidelity survey statewide. Additional analysis of data
FNRBY 511 wQa {GFrGS6ARS 1 dzi2YFGSR / KAfR 2SSt Tl NS
informed the outcome, process and cost evaloas. In addition to FACTS data, the outcome
evaluation also utilizes data from the automated Child and Adolescent Needs and Strengths
(CANS) tool. All data collection activities are discussed in greater detail below.

Interviews

Staff from HZA returned t@/est Virginia during the week of November-13, 2017 to
conduct annual process interviews with key stakeholders to learn aboustaaggic and
practice changes thahayhave occurredto discuss any ongoing training efforts or changes
made to training ad to learn about the successes and challenges experienced by stakeholders
in implementing Safe at Home. Interviews were conducted with a total of 73 stakeholders,
inclusive of DHHR central and regional office staff, community services managers (CSMs),
supervisors and caseworkers; staff from local coordinating agencies (LCASs), including Safe at
Home program directors, wraparound supervisors and wraparound facilitators; and judges.
Table 1 displays the number of stakeholders interviewed by type.

Table 1. Nmber of Stakeholders Interviewed by Staff Type

DHHR
Central Office Staff 6
Regional Office Staff 6
Community Services Managers 8
Supervisors 10
Caseworkers 16
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Table 1. Nmber of Stakeholders Interviewed by Staff Type

LCA
Program Directors 5
Wraparound Supervisors 5
Wraparound Facilitators 11
Judicial
Judges 6
Total 73

Surveys

During the previous reporting period (e.g., October 2017), HZA administered the annual
fidelity survey to DHHR staff (e.g., CSMs, supervisors and caseworkers) from Phase |
implementation counties. Since only seven responseeweceived, the data were not
considered valid for reporting. HZA worked with the State and developed a work plan to re
administer the survey to DHHR staff for this April 2018 reporting period, in the hopes of eliciting
a greater response rate. The plartiuded:

1 a messaging effort from both the State and HZA to higher level DHHR staff (e.g., deputy
O2YYAa4aA2ySNAE YR NBIA2YyIf RANBOGZ2NHEUOG LINR 2
to support these efforts;

1 expansion of the survey to a statewide DHH&fgiool as opposed to pools defined by
county implementation phase;

1 programming and technical revisions to the online survey to ensure the survey was as
userfriendly as possible;

1 personal emails to each CSM from HZA describing the importance of survey
participation for feedback on Safe at Home, with a link to the survey and instructions
for forwarding the message on to their casework and supervisory staff; and

1 daily monitoring of the survey response rate by county where HZA staff followed up
with CSMs wheever there was little to no response.

As a result of these effor® DHHR staff completed the survey. The breakdown of survey
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intake worker and two sociaervices coordinators.

Table 2. Number of DHHR Staff Surveyed by Position

Community Services Managers 11

Supervisors 16

Caseworkers 55

Other 3

Total 85
FACTS

| %! dzaS& RIGF FNBY 2Sad +ANBAYAlIQa C!/ ¢{
| 2 YS Qi& aredaghieved (e.g., reduced placement in congregate care, fewer initial entries
into congregate care, length of time spent in congregate care, etc.). Outcomes for youth
involved in Safe at Home are compared to an historical comparison group of ybeth. T
comparison groups (which are selected for eachsiath reporting timeframe since the
program was implemented) were selected from youth known to DHHR between State Fiscal
Years (SFYs) 2010 to 2015. Characteristics, including demographic data, cageainist
program qualifying characteristics, such as involvement in mental health and juvenile justice
systems, were used to match comparison youth to the treatment group cohorts. Youth in the
treatment group were partitioned into five subgroups accordingéferral and placement type:
out-of-state congregate care facilities and group carestate congregate care facilities and
group care, emergency shelter, family foster care placements and youth at home. The
characteristics of youth in each comparisaouyp are statistically similar to the youth in each of
the four’ treatment cohorts (see Appendifor the statistical comparisons).

For this report, the outcome analysis has been updated to include regression analyses
on a number opopulationbasedfactors (e.g., youth involvement in juvenile justice systems,

2HZA has not created the comparison pool for the most recent cohort because not enough time has elapsed to
measure outcomes faheseyouth. Therefore, sixmonth outcomes will be available for théth cohort for the
October2018 semiannual evaluation report.
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youth age, typef placement at referral, etc.) with the goal of identifying the specific youth
population(s) for whom Safe at Home works best.

CANS

During the first few months of program implemextion, HZA developed an online CANS
tool for LCA and DHHR staff to use. The online CANS tool allows for ease of access and
information sharing across participating agencies. The online CAN&dopfovides the
evaluation team with ready access to asgeent data which are used to measure progress on
well-being measuresEach youth who enters Safe at Hommeequired to have an initial CANS
assessment completed by the wraparound facilitator within 30 days of referral to the program,
and subsequent CANSsessments are to be completed every 90 days thereafter
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IV. Significant Evaluation Findings to Date

Process Evaluation Results
Youth Population Description

Table 3 provides a description of the Safe at Home youth populatioredtirtie of
referral. Overall, 67 percent of the youth referred to Safe at Home were living in their own
homes at the time of referral. Youth placed in a congregate care setting at the time of referral
comprised B percent of Cohort | youth but only 14 pergeof those in Cohort VSince Safe at
Home was implemented, the percentage of youth in congregate care at the time of referral has
continually decreased, giving rise to a more preverdiased populationAs time has gone on
DHHR and LCA staff and judbase reported observing more success with preventiased
cases and believe these youth hold the highest probability for success with the program.

Table 3. Safe at Home Youth Population Description at Referral

Cohort|  Cohortll Cohortlll CohortlV ColortV
Placement

Total 124 221 297 445 457
Out-of-state Congregate 31(25%) 18(8%) 12 (4%) 12 (3%) 13(3%)
Care

In-state Congregate Care 39(31%)| 73(33%)| 61(21%)] 60(13%)] 50(11%)
Emergency Shelter 6 (5%) 18(8%) 6 (2%) 13 (3%) 19 (4%)
Family FosteCare 2 (2%) 11 (5%) 13 (4%) 27 (6%) 29(6%)
Home 46 (37%)| 101(46%)| 205(69%)| 333(75%)| 346(76%)

Age
12 or less 10 (8%) 19 (9%) 25 (8%) 37(8%)[ 55(12%)
13 20(16%)| 26(12%)| 35(12%)] 64(14%) 71(16%)
14 30(24%)| 48(22%)| 67(23%)| 87(20%)| 92 (20%)
28
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Table 3. Safe at Home Youth Population Description at Referral

~ Cohortl Cohortll Cohortlll CohortlV ColortV
15 28(23%)| 58(26%)| 65(22%)] 135(30%)| 108(24%)
16 32(26%)| 63(29%)| 92(31%)| 103(23%)| 106(23%)
17 4 (3%) 7 (3%) 13 (4%) 19(4%)|  25(5%)
Gender
Male 75(60%)| 116(52%)| 186(63%)| 274(62%)| 267 (58%)
Female 49(40%)| 105(48%)| 111(37%)| 171(38%)| 190 (42%)
Race/Ethnicity
White 96(77%)| 181(82%)| 245(82%)] 405(91%)| 390(85%)
Black 8 (6%) 19 (9%) 15 (5%) 14 (3%) 22 (5%)
Mixed 16 (13%) 18(8%)| 32(11%)|  20(4%) 33(7%)
Other 4 (3%) 3 (1%) 5 (2%) 6 (1%) 12 (3%)
Systems Involvement
Juvenile Juste 42 (34%) 16 (7%) 20 (7%) 16 (4%) 10 (2%)
Substance Abuse
Yes 9 (7%) 15 (7%) 9 (3%) 16 (4%) 22 (5%)
No 115 (93%) 206 (93%) 288 (97%) 429 (96%) 435 (95%
Mental Health Diagnoses
Behavioral Disordefs 88 (71%) 111 (50%) 113 (38%) 117 (26%) 92 (20%

3 Mental health diagnoses are examined prior to placement for youth who have been in placement or following
referral for those youth in the preventiorategory who have never been in placement.
4Includes diagnoses such as Oppositional Defiant Disorder, Conduct Disorder, Attention Deficit and Hyperactivity
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Psychiatric Disordeps

Cohort |

28 (23%)

Cohort Il

42 (19%

Cohort Il

45 (15%

Safe at Home West Virginia

Cohort IV

41 (9%)

Colort V

33 (7%)

Youth with Possible Mental

32 (26%)

95 (43%

172 (58%

317 (71%

354 (77%

Health Diagnosés

Youth referred to Safe at Home are typically between the ages of 14 and 16, male, and
white. The goal of Safe at Home has shifted to focus on prevention, therefore the initial
placement settings of youth have transitioned from predominately removed from their home
to predominately remaining in their home. Furthermore, the percentage of youth witérjile
justice involvement or a behavioral or psychiatric disorder has decreased consistently from
Cohort I to Cohort VPossible mental health diagnosis is not listed in FACTS, however, because
part of the Safe at Home criteria is youth should have aibds mental health diagnosis, any
youth without a behavioral or psychiatric disorder are deemed to have a possible diagnosis.

DHHR supervisors and caseworkers and LCA staff who were interviewed reported that
most Safe at Homeases were predominantly inked in one system juvenile justice, which is
consistent with the target group for the program, i.e., those 12 to@iven the decreasing
population of youth involved with the juvenile justice system in Table 3, it is possible the
interviews are not givig an accurate picture of the populations involved in Safe at Héioe.
those involved in the juvenile justice system, truancy and incorrigibility were identified by
DHHR staff as the main issues, followed by delinquency. Some stakeholders reportedahat Saf
at Home cases came from child welfare, behavioral health or a mix of all three systems.

Disorder, among others.

5Includes diagnoses such as Anxiety Disorder, Bipolar | and Il Disorgigr Ddpressive Disorder, Schizophrenia,
among others.

61 OO0O2NRAY3 (2 GKS {dFrdSQa tNRANIY alydz 3> NBEFSNNI €
Ol 1S32NER v 2apostibderdaphasi§dldediagnosis of a severe emotional lsehavioral disturbance,
according to standardized diagnostic criteria, that impedes his or her daily functibgingh NA IA y I £t £t é X |
needed an official mental health diagnosis in order to participate in the program.

ONX G

£t
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Planning Process, Communication and Program Oversight

Planning Process and Lessons Learned

Central office staff reported that there have not been any major clearg planning
efforts among the three implementation phasém fact, nearly all central office staff (and all
regional office staff who experienced multiple phases of implementation) agreed that with each
new roll out, they had learned where improvememés needed and how to overcome the
challenges, thus rendering only slight adjustments to programming necessary. Collaborative
efforts and communication between DHHR central office staff and LCA program directors was
identified as one key area that had ¢omuously improved, leading to an overall easier
implementation process as time went on. As one central office staff member said, "We have all
worked together to meet difficult needs for special cases. All this collaboration has enabled us
to develop a newank of knowledge."

Half of central office staff reported that over time their involvement in the planning and
development processes for Safe at Home had become less frequent since the program was now
fully implemented statewide and, for the most part,iming quite smoothly. For a couple of
central office staff involved in the more day to day work for Safe at Home, roles had not
changed much or even at all. A couple central office ségfbrted that their roles have now
shifted from implementation planng and direct program oversight to program sustainability
planning following the end of the Waiver demonstration period in September 2019.

Central office stafindicatedthat stakeholders from Phase Il implementation counties
were prepared for SafeatH®#nQ & A YLI SYSy Gl GA2Yy AY LINAYFNREf &
counties in the other two implementation phases. One person saiddlkaty difference in
Phassll and 11l was that the preparation periedere less rushed for staff thahad been the
casein Phae I. Another reported that staff from Phases | and Il met with staff from Phase Il to
share their experiences about what worked well and what the challenges were with their
implementationsso that similar mistakes would not be repeated.

"Phase | implementation rolled of@ctober 1, 2015 and included 11 counties (eight from Region Il and three from

Region Ill). Phase Il began August 1, 2016 and brought on an additional 24 counties, which was comprised of a
YAEGdAINE 2F O2dzyiASa FNRY | thdse IFidmementafon brdoght tHenitiaiivd@ Q&4 & SNIJA
statewide by adding the remaining 20 counties on April 1, 2017.
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Regional officestaff reported that their involvement in the planning process was mainly
AY LINBLI NAYy3I GKS NBIA2yQa adl¥F FyR aidl(1SK2tR
reported that over time they learned the importance of keeping the lines of communitatio
open, the need to educate stakeholders on an ongoing basis and the importance of actively
working o keep community partners (e.g., courts, schools, other service providers, etc.)
engaged.

Communicatiorand Oversight

DHHR's Facebook, Twitter and Safelame website are available to the general public,
so anyone who would like to learn more about the program d@arsa Additionally, anyone can
4dz0 AONAOGS G2 {FFS G£1 2XSQ3YNBAMzDE NAGEYLINE Ja R
about Safe aHome and include a wide variety of topics, such as updates (e.g., quarterly
newsletters) and educational snippets on the wraparound model. More detailed information
about the program is provided, and regularly updated, on the Safe at Home website byl centra
office staff. A few of the items found on the website include: program and policy manuals
geared toward a variety of audiences, including DHHR and LCA staff as well as youth and
families; a frequently asked questions document; forms and tools for DHHRGA staff
ongoing use; and the serannual evaluation reports.

Central office staff reported that presentations about Safe at Home are given to any
interested stakeholder whenever they are requested. For example, one central office staff
member shared;Next week we are presenting at a probation officer conference." Regular
collaborative and regional summit meetings also offer opportunities for any and all community
partners to come together and share their ideas on how to meet client needs and addeess t
current service gaps throughout the State.

As part of the early communication efforts for Safe at Home, program leaders worked to
establish communication with judges and other court staff in order to educate them about the
program and obtain their buin. However, central office staff reported that they learned after
Phase | that their initial outreach efforts were not sufficient. Therefore, a combined
communication plan was created for CSMs and LCA program directors to use with the judges in
their areas

The Safe at Home project director sent out preparation materials to CSMs two and a
half months prior to roll out. CSMs and LCA program directors worked together to implement
the combined communication plans by meeting with judges to prepare them foprthgram.
They would also meet with other community partners as well if requested or necessary.

32
SemiAnnual Progress RepdrtApril 27, 2018



Safe at Home West Virginia

Meeting with judges was already a regular part of CSMs' work and the combined
communication plan now added LCA program directors to some of these meetingemord
discuss Safe at Home with judges in more detail.

In addition to the outreach provided by CSMs and LCA program directors regarding Safe
at Home, sometimes the Safe at Home project director and regional office staff also hold
private meetings with judes, particularly if concerns about the prograndlieeen voiced.

However, there are a few judges who have voiced concerns about Safe at Home and declined
invitations to meet. Some central office staff also reported regularly attending the Court
ImprovementProgram (CIP) meetings where Safe at Home would often be presented on or, at
the very least, discussed. One example of a Safe at Home presentation at a CIP meeting would
be the October 2017 CIP meeting, where DHHR central office staff asked for HZ# staff

present Safe at Home evaluation findings to judges and other court staff from across the State.

DHHR already had its own internal management structure and communication

LINEP OSRdAzZNB & Saidlof AadaKSR LINA2NJ (2 GKS edidR IANI YQ&

Safe at Home has, for the most part, been relatively intuitive and straightforward for DHHR
staff. Central office staff do not regularly interact with county level staff beyond sending

general emails with policy or program updates. Regarding thestgbénteraction regional

office staff have with central office staff, regional office staff reported that they submit weekly
tracking logs on Safe at Home cases and receive updates about the program through statewide

meetings (which are then disseminatéd2 G KSANJ adF FF GAOGKAY GKS NB3

reported that the Safe at Home project director holds the primarily responsibility for working
directly with regional office staff if any major issues arise with the program, and that she also
works withthem on a more ongoing basis to track cases at a regional level and monitor the
amount and quality of referrals coming in.

Regional office staff provide closer oversight of staff at the colatgl, mainly through
the supervision of CSMs. Regional diresteported that they often communicate with CSMs
regarding Safe at Home, and then CSMs pass along any information to supervisors and/or
caseworkers within their county (or counties). Some regional direatolisatedthat Safe at
Home is regularly discusd with CSMs in their monthly management meetings. Regional
program managers reported that their role is primarily about being "the gatekeeper for
referrals,” where they approve or deny all referrals sent by supervisory and/or casework staff
from all of the counties within the region. CSMs reported that they provide direct oversight of
supervisors and caseworkers and only involve regional office staff when problems cannot be
resolved at the local level. Both regional office staff and CSMs agreed thairoeethey have
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not needed to be as hands on in their involvement with subordinate staff regarding Safe at
Home.

The most direct communication and oversight for DHHR caseworkers comes from their
supervisors. Caseworkers and supervisors reported that tHeyfdhe regular chain of
command if they are having issues with Safe at Home that they cannot resolve independently;
how far up the DHHR management chain they needed to go was dependent upon the severity
of the issue. Caseworkers started by trying to addrissues with their direct supervisors, then
included LCA facilitators and wraparound supervisors as necessary. If issues could not be
resolved by these parties, then CSMs and LCA program directors would become involved. If
issues could still not be res@d on a local/county level, then regional program managers and
regional directors would become involved, and the most severe issues were addressed with the
Safe at Home project director. Nearly all supervisors and caseworkers reported that when
issues di come up, they were resolved; only two DHHR codengl staff reported that issues
remained outstanding.

Most LCA staff reported that they have constant communication with county level
DHHR staff about Safe at Home cases, with a few further sharinthehatvork closely as a
team with DHHR. LCA staff reported sending monthly summaries to DHHR on each Safe at
Home case, conducting monthly meetings with the youth and family which DHHR staff would
often attend and that DHHR staff would make themselves abiglwhenever issues arose. A
few LCA staff stated that it was hard to keep DHHR staff involved due to their busy schedules
and one stated that the level of participation and communication depended upon the county.
LCA program directors reported that DHeHtral and regional office staff are very responsive
and easy to reach. Additionally, higher level LCA staff reported attending quarterly Safe at
Home meetings hosted by central office staff. Nearly all LCA staff reported that whenever they
have had issug those issues have been resolved promptly.

The way central office staff monitor the work of LCAs has not changed for any of the
implementation phases. The Safe at Home project director, regional directors and regional
program managers provide ongoing mimming and oversight of LCAs' work. The Safe at Home
project director provides the most direct oversight, with communication with LCAs occurring on
a near daily basis. LCAs are required to turn in weekly tracking logs for each Safe at Home case
within their agency. The State uses the tracking logs to examine placement changes and to
ensure, "LCAs are doing what they need to be doing." Additional monitoring includes HZA
providing annual fidelity reviews to the State on each LCA for cases pulled into twidea
sample, and LCAs are required to complete their own grant reports. Whenever the State
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notices issues with an LCA through these various sources, they work directly with the LCA to
address it and will sometimes request a Program Improvement Plant¢RiE)submitted. If

the issues in the PIP are not resolved in a timely manner, then the State may terminate the
contract with the LCA. The State can also perform additional audits on LCAs whenever deemed
necessary.

Regional office and courtgvel staff &so reported that they have their own processes
for holding LCA staff accountable for their work. Some examples were that they too monitored
the weekly reports LCAs provide on all Safe at Home cases, host monthly meetings between
themselves and LCAs to fitaases andequire LCAd0 provide them with any additional
information whenever it is requested. A few DHHR staff also reported that judges will
sometimes hold LCA staff accountable for their work on each case by expecting regular updates
on the work béng conducted and the progress being made on Safe at Home cases in their
courts.

Training

The interdisciplinary service delivery workgroup originally designed and developed the
Safe at Home trainings. Over time, LCA and DHHR staff have worked togdtheréai 6 S| { SR ¢
the trainings slightly to meet their needs. When asked how this atg@ncy collaboration for
training worked, one central office staff member said, "Quite frankly, | have felt the
cooperation and partnership on this like | have never seenreef

Central office staff reported that training has ultimately not differed significantly for
staff in each implementation phase, aside from effaitsingearly Phase | implementation to
clarify caseworker vs. facilitator roles and responsibilities.diggest and most recent change
Ad AY K2g (GKS (GNIAYAYy3 Aa y26 RStEAOSNBR (G2 51
CANS trainings are now incorporated into DHHR's standardized new worker traimsg
ensures that all new DHHR staff are trained afe%t Home through the regular employee
onboarding processes.

Of the 85 DHHR staff survey respondents, 82 percent reported that they had received
training for Safe at Hom&Figure 1 shows the extent to which DHHR staff (caseworkers,
supervisors and CSMsho participated in the trainings, believed that the CANS and
Wraparound 101 trainings prepared them for their role in the program. Most DHHR staff

8|t is possible that the reaming 18 percent of staff were new and therefore had not yet been scheduled to
complete training.
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for their role in the program. DHHR staff satisfaction with training was a bit higher with the
Wraparound 101 training.

Figure 1. DHHR Staff Perceptions of Safe at Home Training Adequacy

CANS

Wraparound 101

0 10 20 30 40 50 60 70
Percentage of DHHR Staff Who Received Training

mNot Well mSomewhat mVeryWell

Interview data were consistent with survey data regarding DHHR staff satisfaction with
Safe at Home training. The vast maypof DHHR supervisors and caseworkers reported that
the training for Safe at Home prepared them sufficiently for their role in the program. Many
interviewees offered some suggestions for improving training, such as more details on the roles
of DHHR and I£Cstaff, more clarity around what LCAs are and are not expected to do or pay
for, training on building informal support systems and sustaining the family following Safe at
Home closure, more role play and hands on work and general follow up training after
AYLX SYSyGlFraGA2y (2 | RRNBaa ljdzSadAizya 2N LINRoOf S
GNI AYyAy 3 RSO AT eayn8d | WIRK AG3K AAdA AGK 6K | 80S BN GBS OKI y
KSt LIF dzf o¢

DHHR staff training needs are identified by DHHR central officarsaffouple of ways;
one of which is through the feedback received from codetyel staff. All staff are given
surveys to fill out following participation in Safe at Home trainings, where they are asked to
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share their opinions as to what they did not werdtand or would have liked to have learned

more about. For example, staff were reporting role confusion between caseworkers and

wraparound facilitators on the follow up surveys so a half day of training was added to the

curriculum to address this specifmpic. Another way training needs are identified by central

office staff (for both DHHR and LCAS) is by looking at the quality of work being conducted with
{FFS 4G 1 2YS Of ASy & logskridBcogmiking ang froblerastinth®Q a G NI O
Safe atHome is being implemented.

While DHHR staff must complete Wraparound 101 and CANS training for Safe at Home, LCA
staff have a much more idepth and intense level of training because they are the ones
providing the direct Safe at Home/wraparound servicelients. Most recently, the Applied
Wraparound training for LCA staff was adjusted to add more advanced material. Additional
training requirements for LCA staff are outlined in past Request for Applications (RFAS) and
include the following:

SystemofCaré [ F RRSNJ 2F [ SIENYyAyYy3IE F2NI/ 2NB /2YLIS
Child and Family Team Building,

Family Centered Practice,

Family and Youth Engagement,

Effects of Trauma on Children and Youth,

The 10 Wraparound Key Principles,

Safe at Home West Virginia Model and

BCF Policyr@ss Training.

= =4 4 4 -8 -4 -5 19

In addition to the training required of LCA staff by the State, LCA staff reported that they
also identify individual training needs within their agency and will often add more trainings for
their staff in addition to what is minimally reqed. The amount and type of additional
trainings added by LCAs varied by each agency according to its particular staff needs.

LCA staff had their own views tmaining andreported mixed responses as to how well
their training has prepared them for theiole in Safe at Home, with more staff agreeing that
the training was adequate. LCA staff were more satisfied with the training offered internally
GKFYy GKS {GFrGdSQa UN}AyAy3Id {daA3ISadAizya YIRS o
refreshers, more traimg on writing wraparound plans, training on documentation
requirements and spending expectations and continued training on youth and family
engagement.
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Implementation
Program Understanding an&takeholder Buyin

All DHHR supervisors, caseworkers antl $i@ff reported that they had an adequate
understanding of both the goals of Safe at Home, and the methods employed to achieve those
goals. They reported that the primary goal is to keep kids home or to get them back home (or at
least back into the stater community)and sharedhat these goals are achieved through the
use of wraparound services which:

9 elicit team collaboration,

1 place an emphasis on youth/family voice and choice in service planning,

9 utilize informal anccommunity-basedsupports and servés in addition to the more
formal and traditional ones and

1 tailor services to the unique needs of each youth and family.

hyS FFOAfAGEFEG2NI adzYYSR dzLJ 4 KS ySSR F2NJ {I¥
services in placement. Then the youth returns homéetw or no services. We help to connect
them to the services they need. That could be parenting, life skills, food banks, clothing or
weatherization of the home... We do whatever is needed for each youth and family to be
successful. We don't know what théyleed until we're in there. Some need more or less than
20 KSNE DS

The DHHR staff survey asked respondents (CSMs, caseworkers and supervisors) the
extent to which they agreed or disagreed with statements which are indicative of their level of
buy-in with Sife at Home. These results are displayed below in Figlure 2

9Percentages arerdzy RSR ' yR GKSNBF¥F2NB Yireée y20 Ffglreéa FRR G2 wmnnd
included in the calculations, since these responses are minimal and do not supply adequate information.
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Figure 2. Extent of DHHR Staff Agreement on Program Buy-In Statements

Goals and strategies are tied to observable or measurable
indicators of success.

Despite challenges, the team persists in helping the families to
meet their goals.

The wraparound process builds on and enhances the families'
capabilities, knowledge, skills and assets.

Planning is customized to the strengths and needs of the youth
and their families.

The wraparound process demonstrates respect for and builds on
the values, beliefs, culture and identity of the youth and their...

Services are adequate and available to fill the plan.

Services and support strategies integrate the youth into his/her
community.

Services and support strategies take place in the least restrictive
setting.

The team members work cooperatively, sharing in the
responsibility for plan implementation and success.

The wraparound team supports the family through formal,
informal and community relationships.

The wraparound team includes natural supports.

The wraparound team consists of individuals agreed upon by the
family.

Family perspectives are elicited and prioritized in planning for
youth.

Referrals to Safe at Home adhere to the eligibility criteria.

Judges are on board with Safe at Home.

Safe at Home helps to increase the number of youth who can
remain safely in their homes and communities.

Safe at Home helps to reduce the number of youth living in West
Virginia's congregate care facilities.

Safe at Home helps to reduce the number of youth living in out-
of-state congregate care fadilities.
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For the most part, DHHR staff had a tendency to agree more often than not witimbuy
statements regarding Safe at Home, indicating positive perceptions and sugibe
LINEINF YO ' i GKS KAIKSad fS@St 2F INBSYSyds o
Il AINBSR¢ GKIG a{SNBAOSAE |yR adzZLJ2NIia Gl 1S L}kl o

t 2AA0A0S aSyidAyYySyda NBIFNRAY3I GOHBRstaffi G A G A
interviews. Foexample,one supervisor said, "We have more successes than failures. We close
more often for successful completion than we do for removal or something bad." For those
staff who were less sure of the initiative's effectivenas®y reported that Safe at Home was
often effective but reliant on certain contingencies, such as the youth/family's motivation to
put in the work necessary to be successful, the quality of the LCA providing the services and the
array of services availlb(which were perceived as particularly lacking in the more rural parts
of West Virginia).

Nearly all LCA staff reported that Safe at Home has been effective in meeting the needs
of youth and families and in achieving the goals of the initiative. Oneregiven for this
success was the ability of LCAs to serve families creatively. One example of this was shared by a
FILEOATAGFG2NI 6K2 adl G§SRY a2 Sixfot-tRI andyweighko8eNJ & 2 dzi K
200 pounds. [His/her] bed broke and an overdibed is needed for [him/her]. We just got
United Way to pledge $200 toward a new bed for [him/her]."

Other reasons given by stakeholders for the program's effectiveness included the ability
to connect families to resources within the community that they ot know were available to
GKSY +a ¢Sttt a FFIYAEtASAQ NBOSLIWIAGAGE YR gAf
G2A0S 0SAY3I LINA2NRGAT SR Ay &aSNBAOS LI FyyAy3ao
that want the services are vegrateful to have people on their team and when they
understand that the wraparound process is about the family, it helps them to feel better
1Yy26Ay3 GKIFG GKSe KIFEI@GS | alreée Ay ¢KIFGO KIFLWSya

Apart from the buyin of DHHR and LCA staff, most stakehddgreed that the buyn
from judges is critical to program success because ultimately judges are the ones who control
and determine youth placements. DHHR and LCA staff, along with one judge, reported that
most judges see the program as a resource trayuse to avoid the need to place youth.

DHHR and LCA staff further elaborated on the specific role of judges, stating that when
judges help to make Safe at Home cases successful it is because they hold LCA and DHHR staff
accountable for their work and tlyeensure that youth and families cooperate and participate
in services. Judges involved with Safe at Home along with LCA and DHHR staff reported that
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judges value and follow provider recommendatiomsfdct, judgesvho haddirectexperience

with Safe at ldmecases in their counteported that they almost always were on board with
youth/families trying Safe at Home whenever it is recommended. The majority of regional
office staff and CSMs reported that judges have been helpful when they have taken on a more
active role with Safe at Home cases. One CSM shared, "[The judge] helps. [S/he] explains the
program well to families and makes sure they understand it. [S/he] monitors the cases closely
and is supportive of us and families."

Central and regional officéist FF YR / {ad NBLR2NISR GKFdG Id
implementation, more judges have shown their support for Safe at Home than not. CSMs,
supervisors and caseworkers echoed these sentiments, with 89 percent of survey respondents
AY INBSYRABAGKINE @W o02FNR gAGK {FFS G 1 2YSa
FIANBSR ¢A0GK GKS 3J2Frf&a FYyR LINBYA&AS 2F {IFS I i
GKSYy €SI @3S KSY K2YSH¢ [/ Sy NI f-ndfuligenSsdenii | FF a
largely attributed to them being able to see the success of Safe at Home cases over time and
sharing these success stories within their own professional circles. In spite dports about
judges mostly buying into the premise of Safe at Home, thatseviewed were evenly split
about whether or not they believed the initiative would actually be effective in reaching its
goals.Only one judge who was unsure about the effectiveness of Safe at Home provided an
SELX Iyl dA2y | &dorit Bowataihere dréi dnaughysaleguands there [at home].
Immediate danger is handled well. | can't cite apgcificallybad examples ofafe at Home... |
was skepticaht first and stillama bit today. Far too often, we witness youth do well in
placement, gt home and the wheels fall bfOld habits, old associatetsie progress they made
disappears

Regional office staff and CSMs reported that judges' involvement with Safe at Home was
significantly impacted and varied based on their current level ofibu couple of regional
office staff said that judges can make or break the success of a case depending on how
supportive they are of the program. One regional office staff person and a few central office
staff reported that a few particular judges have ated a major hindrance with Safe at Home
cases. According to caseworkers, supervisors and LCA staff, wheup@ortive judges hinder
success, it is because they do not recognize progress/small victories, they court order
participation, they hold unrealig expectations of youth and families and they expect Safe at
1 2YS (2 68 | daljdzaidO] FTAEE 2N aYl3IAO odz £ S vé
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DHHR Staff Responsibilities and Safe at Home Fidelity

Stakeholders reported that in order to make referrals, the caseworker evaluates the
case tosee if it meets the policy criteria which requires the youth to be: agé7,2have a
possible mental health diagnostse currently living in oubf-state or instate residential
placement/congregate care dire identified as at risk of entering this tymd placement setting.
hyOS | @&2dz2iK A& ARSYUGAFASR a StA3aA6fSsE (GKS
participate (the program is intended to be voluntary). Caseworkers reported that sometimes
they will run the idea of a referral by the MuDisciplinary Team (MDT), the court/judge or
with other involved stakeholders to see if all invested parties are on board. Once the
caseworker believes the youth would be a good candidate for the prodrarar shefills out
the referral form, the superisor reviews the referral and the referral is then sent to the
regional program manager who either approves or denies it.

Stakeholders reported that the referral process has not changed over time. The majority
of supervisors and caseworkers agreed thachanges are needed to improve the referral
process because it runs effectively now, and most staff also reported that there is usually a
quick turnaround on the approval or denial of referrals from the regional office. A few even said
that the referral ppcess has gotten significantly better/easier to handle over time. Only a
couple staff reported that the referral form is too long and that the turnaround at the regional
office level is too slow.

All LCA staff reported that Safe at Home referrals havellysheen appropriate, and a
couple of staff reported that the quality of information provided with referrals has improved
over time.The few LCA staff who did report issues with the referral procedisated that the
timing of the referral could make itifficult to meet initial timeframes and that there appeared
to be a lag between when DHHR made the referral and the LCA finally received it.

While referrals are an important part of how DHHR caseworkers contribute to Safe at
Home, it is not the onlfidelity item for which they are responsible for. For examjie,
implementing the Safe at Home model in the way it is intend®dHR staff are expected to
assist LCA staff by supplying them with any needed information on youth/families, by
participating in monlly wraparound team meetings and ensuring that recommended services
are being delivered to youth/families. DHHR staff survey respondents were asked about the
extent to which they completed Safe at Home fidelity items and required activities.
Caseworkers we asked to respond in regard to their own Safe at Home cases whereas
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supervisors and CSMs were asked to respond regarding the extent to which they or their
subordinate staff completed each item. Figure 3 provides these ré%ults

10 percentages are rounded and therefore may not always addton ® wSalLl2yasSa 2F dabk! é 2N 6
included in the calculations, since these responses are minimal and do not supply adequate information.
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Figure 3. DHHR Staff Frequency of Fidelity Item Performance

Attend any meeting that is scheduled due to a disruption of the
wraparound plan.

Participate in monthly family team meetings with the
Wraparound Facilitator or more frequently as needed.

Work in collaboration with the Wraparound Facilitator to ensure
the families’ needs are addressed at every phase of the
wraparound process and that the families remain engaged...

Ensure providers are delivering services as recommended.

Monitor the safety plan.

Make face to face visits, at least monthly, to the family home.

Work in conjunction with the Wraparound Facilitator to
schedule an initial home visit with the family.

Ensure that the assigned Wraparound Facilitator is added to the
list of MDT participants and invited to meetings accordingly.

Provide the Local Coordinating Agency with information releases
to assist in securing any additional information requested.

(e

Make the referral to the Local Coordinating Agency by
submitting the completed Safe at Home West Virginia
Wraparound Referral Form along with the collected family...

Link the qualifying youth to the Local Coordinating Agency in
FACTS.

Seek the approval of the referral from the Regional Program
Manager.

Prepare the Safe at Home West Virginia Wraparound Referral
Form.
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For the most part, DHHR staff reported that all required fidelity related tasks were
LISNF2NYSR aG! gl edaég 2N GCNBIljdzSyiafteeg o0& SAIKSNI
AGSYa Yz2aid O2yyzytée O2YLX SGSR 4! f edssigiiedl 2 NJ & CN.
Wraparound Facilitator is added to the list of MDT patrticipants and invited to meetings
FOO2NRAy3Ifee 602YLE SGSR opmr 2F GKS GAYSO FyR
CFrOAfTAGIG2NI (2 Syadz2NB GKS Tl eokthewtpatound SSRa | NB
LINEPOS&da YR GKFG GKS FFYAfASAE NBYFAYy Sy3l 3SR

GenerallyDHHR supervisors and caseworkers reported that caseworkers have weekly
contact with facilitators about youth in Safe at Home. Staff repibtteat facilitators send
weekly reports to caseworkers and the two contact each other whenever issues arise.
Caseworkers also reported attending monthly team meetings with facilitators, youth and
families and other invested stakeholders. Some staff regbtte&at monthly case staffings were
held between DHHR countgvel staff and LCA staff to discuss any current obstacles with Safe
at Home cases and to brainstorm possible solutions.

Eightythree of the 85 DHHR staff survey respondents answered a quest@andiag
how much time/supervision they spend on Safe at Home cases versus their reguiSafeat
Home cases. Fiftivo percent of staff reported that the same amount of time is spent on Safe
at Home cases, followed by 28 percent who reported that less is spent; the remaining 21
percent of staff reported that they spend more time on Safe at Home cases. One caseworker
alluded on the survey as to why Safe at Home allows for a lessened caseworker workload,
saying G ¢ KS SEGNI & dzLJ)S Bddcr the\family chnyfoRbe &ffixitillelg dofie y S SR
with just a DHHR worker. Some cases need more of our time and we often cannot
accommodate such. The bond between Safe at Home workers and clients have often become a
YdzOK & d NPy 3ISNI adzLILI2 tNEIDHHR vivorkebstchlib s Baretat Horike hyls the K | G
time and funds to get kids involved in activities that are not so easily organized by the
WOl aS862NJ] SN 511w adulFTF AYyGSNBASESSa 6SNB |
detailed explanation for why morime is sometimes spent on Safe at Home cases. For those
who reported spending more time, they stated it was because more meetings and reporting
were required for Safe at Home cases.

LCA Capacity and Intekgency Collaboration

All LCA staff agreed thatelgoals and/or mission guiding their organization were
Ff NBFRe gStf IfAIYySR gAGK (GK2asS 2% {IFS |4 12
goals of our agency align very well with those of Safe at Home. We are changing lives by
preventingharmand& SLIA Yy 3 FlL YAT AS& &l FS yR (G23S3GKSNWE
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organizational changes at all were needed in order for the LCA to successfully implement Safe
at Home, then those changes were minor. Minor changes shared included hiring new staff,
adding adlitional training, updating documentation systems and/or acquiring new office space
to accommodate the influx of staff.

All but two LCA staff agreed that there are currently enough Safe at Home staff available
to handle the number of Safe at Home casesimitheir agencyThetwo LCA stafivho
believed current caseloads were too high both stated that a caseload of six or fewer was
optimal. All but one LCA staff reported that there have not been turnover issues with Safe at
Home facilitators and supervisor®ne wraparound supervisor stated, "I've seen a lot less
turnover with Safe at Home than any other job in this field. | think it's because the job is more
rewarding. You're working with families on a totally different level." Interestingly a few
caseworkes from the DHHR staff survey were concerned about facilitator burn out with one
adFdAy3dr a¢KS Ot ASydGa dGKIFG {FFS 4G 12YS | NB
F3SyOASa GKFIG GKS FFEOATAGEG2NRE |isBrogtagnysa i | y (i f
going to really help them. This constant battle wears down the facilitator mentally and
LIK@aAOlffex L K2LIS GKIFdG {IFFS d 12YS NBO23aYyAIl
When | emalil thdacilitators,| am in contact with | senthem messages thanking them and
FLIWINBOAIFGAY3T GKSYX L ¢6lFyld GKSY G2 (1y2e¢ (GKI G
G2 Y& OfASy(aoné

Most CSMs reported holding initial meetings with LCAs to prepare them for
implementation and discuss their plansdithe needs and expectations of DHHR county staff.
Some CSMs hosted "lunch and learn" events to meet with LCAs and discuss the program. LCA
and county staff reported working collaboratively through the initial problems of
implementation. Foexample,one CSM shared, "In the beginning we were having issues with
one LCA where we weren't getting reports from them so we sat down with the LCA, the
regional director and regional program manager to work through what the expectations were."
All supervisors and casorkers reported that they were well prepared to work collaboratively
with staff from the LCAs on Safe at Home cases. Many interviewees and nearly all survey
respondents said that they had already established relationships with staff from the LCAs for
other types of service provision for DHHR clients prior to the implementation of Safe at Home.
All but fourof the 34county-level DHHR staff reported that they are able to work well with the
LCAs for Safe at Home.
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Available Services, Existing Needs anditféFamily Engagement

hyS &aLISOAFAO 46l & Ay BKAOK @NIF LI NRdzyR FI OAf
through the use of the CANS. CANS assessments are required for every youth in the program
within 30 days of referral and every 90 days thereafter. i@ reported that in addition to
identifying needs, the results of CANS assessments are used to monitor case progress, help
identify areas of strength which can be used to address needs, focus wraparound planning
efforts, build rapport with youth and faries and show where continued work and
improvement is needed. All but one LCA staff person reported that they had no issues with
performing CANS assessments or recording the data in the online CANS tool system.

Judges had their own perspectives on whatytlsaw as the greatest issues and needs
youth in their courts face. The most common responses were problems associated with the
drug crisis and youth defiance/behavioral issues. All judges interviewed reported that Safe at
Home could alleviate these issué®r example, one judge stated that when it comes to drug
use, Safe at Home could help youth/families find the appropriate resources and services and
that facilitators could help by addressing the problematic relationships within the home that
supported catinued drug use.

All LCA staff agreed that youth/families were very involved in the deemgking and
planning process, though a couple of staff noted it can be harder when engagement issues with
youth and families are present. One wraparound facilitatoted, "They [the youth and family]
are the decision makers, we are the planners." Tthiods of DHHR caseworkers and
supervisors interviewed and the majority of LCA staff rated the quality of youth and family
engagement with the program as high. Othezported that the quality of engagement was
2F0SYy  O2Ay G2aar RSLISYRSyYyd dz2alry (GKS AYRAGAR
change. Very few stated that, overall, engagement is an issue.

LCA staff provided details as to how Safe at Home/wiayad services differ from
traditional services in identifying the needs of youth/families, with examples including:

seeing the entire family as the client;

usingcommunitybasedresources and informal supports;

following a strengthdased model,

prioritizing youth/family voice/choice;

offering services that are not cookie cutter, but are instead creative, customized and
flexible to meet the unique needs of each youth/family; and

= =4 4 -4 -4
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1 planning services by establishing closer relationships with youth/familibstter
target and gauge their needs.

One case example shared by a LCA program director illustrated how Safe at Home is
lotS (G2 ARSYyGATe FyYyR (FINBSG ySSRa Ay glea yz2i
[parent] with two [children] had taken parging classes from DHHR and passed and did all the
things they told [him/her] to do, such as making a chore list, brushing teeth and going to bed on
time. With Safe at Home, we came into the home and found out that the [parent] lived an
alternative lifestye and was a swinger and [s/he] shared way too much of this information with
the [children]. The true problem with the parenting was that [s/he] had no boundaries and we
needed to help [him/her] set up boundaries and educate [the parent] on what should and
shouldn't be shared with the children. An issue like this would never be caught or addressed
GKNRdzZAK GNIRAGAZ2YIf LI NBYyGAy3a ASNIAOSE P

Central office staff agreed that to come up with a comprehensive list of the types of
services available to Safe at Hoolents would be nearly impossible because of the way
wraparound is designed and intended to work. It was reported that the more traditional and
standard services, like therapy and psychiatry, are of course available to clients if necessary, but
wraparoundis designed to meet the needs of clients by whatever means necessary, and
0SOlFdzaS SIFOK e2dzikKk Tl YAfteQa ySSRa @I NE INBLF G
OSYiUuNIf 2FFAOS &AGIFFTFT YSYOSNI &l ARX dphugddnd/ Qi YI
not every child needs the same thing. Tomorrow we might have a kid who needs a prosthetic,
for example, or maybe mom just needs coffee dates with grandma to vent instead of formal
therapy.”

While following the wraparound model means that indival youth and family needs
vary significantly, LCA staff provided some examples of the different types of services and
providers they have used for their Safe at Home clients. As expected, the reported services and
providers varied greatly and are listbg frequency of response in Table 4. Items starred in
Table 4 are those in which at least one LCA staff person reported that the agency was able to
offer the service through his/her own agency to Safe at Home clients.
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Table 4. Services/Providers Used 8gfe at Home Clients as Reported by LCA Staff

Service/Provider Number of Staff Reporting

16

Mentoring* 10

Tutoring* 6

Crisis Intervention* 5

Community Volunteer Opportunities

Parenting Skills*

Life Skills* 4

Professional and Paraprof@enal IRHome

Family Support*

Foster Care*

Transportation*

Supervised Visitation* °

Division of Rehabilitative Services

YMCA

Youth Coaching*

Psychiatry* 2

Food Banks

School Advocacy/IEP Work*

Court Advocacy*

Mountaineer Challenge Acathy .
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Table 4. Services/Providers Used 8gfe at Home Clients as Reported by LCA Staff

Service/Provider Number of Staff Reporting

Community Closet

Catholic Charities

Warm Hearts/Warm Hands

Vocational Training

Budgeting/Money Management*

Family Supports

Food Stamps

Drug and Alcohol Outreach Ministries

Respite*

Music Lessons

Payment for Utility Bills

Gym Menterships

Boxing

SportsGeneral

Daycare Referrals (for Younger Siblings)

ChurchBased Outreach Programs

Youth Groups

Interestingly, the four most commonly reported services (e.g., therapy, mentoring,
tutoring and crisis intervention) were alservices in which some LCAs were able to provide the
service directly to clients through their own agency. Wherbonse service offerings were
possible, LCA staff reported that they already provided the service prior to Safe at Home, or
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they saw the needor the service for Safe at Home clients and therefore developed it within
their agency. On occasion, some LCAs would also subcontract with other service providers to
help address needs. One example of tieigorted by a central office staff membénvolved a
LCAwhichwrote a grant and hired a subcontractor to provide transportation services for Safe
at Home clients. Nearly all central office staff agreed that so far, Phase | and Il implementation
counties have done well with fulfilling the service neefiSafe at Home youth and families,
mainly because LCAs have been creative in meeting the needs of clients.

Most DHHR and LCA stditl agreethat service needs in the most rural countigsuld
be a challenge in gener&oncerns regarding a general ladlservices across thentire state
were alsoexpressed by DHHR staff survey respondents, where 34 percent of staff either
G5AalANBSRE 2N Ga{aGNRBy3Ife 5AalINBSRe gAGK (KS
F@FAflofS (2 FdA FAEE (GKS LI | yde

The specificexvices DHHR and LCA staff reported were lacking inchuaesportation
informal services/supports, mentoring, drug treatment for youth, after school program options
for youthand therapy Regarding informal supports, one caseworker survey resporshaht
GLYF2NNIFE &dzLJLJ2 NI a o2 dzi a A ReSQistdntfvBhinthe afgaflte A Ga St ¥
appears that the plans thus consist of only the family members who live in the home and
F2NNIFE &adzldL2 NI a®é  { dzZLISNIA &4 2 NB | ifefhod©dmpl&yed2 NJ S NE&
to help address service barriers. For example, in overcoming the transportation issues some
LCAs hired their own transporters or provided gas cards. Staff also reported that the entire
wraparound team works together to come up with creatisolutions to problems. A few staff
reported that the team tries to evaluate the family's informal support system to see where that
can help.

Successes, Challenges and Hopes

All 73 interviewees were asked about both the successes and challenges tleey hav
experienced in working with Safe at Home, as well as what they hoped for the initiative in the
near future. Table 5 provides a summation of the most common responses.
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Table 5. Most Common Interview Responses on the Successes, Challenges and Hop
Sde at Home

Number of Interviewees
in Agreement

Sentiment

Successes/What is Working Well with Safe at Home

The responsiveness and extra support provided by wraparour] 16
facilitators
The amount of time facilitators have available to work directly 11
with youth/families
LCA and DHHR collaboration 9
Youth/family voice and choice 9
The extra level of monitoring in the home provided by facilitatg 9
The wraparound model/overall program design 8
The use of no#traditional, customized and flexible serei 4
delivery
Community involvement of youth/families 6
The creativity of LCAs to meet service needs of clients 6
Prevention of congregate care placement 6
Challenges/Contextual Factors Impacting Safe at Home
Challenges associated with the currentagidrug 29
epidemic/crisis
Youth/family engagement, compliance and motivation to succ 17
The general lack of services available statewide 12
/| KIftSy3aSa aaz20AFGSR 6AGK | 11
poverty
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Table 5. Most Common Interview Responses on the Successes, Challenges and Hop
Sde at Home

Number of Interviewees

Sentiment in Agreement

Lack of services available inauareas 10
General budget concerns/fear of cutbacks 8
DHHR and LCA collaboration 6
Program funding and sustainability concerns following the eng 5
the Waiver demonstration period
Communication 4
Buyin and support from judges/court staff 4

Hopesfor Safe at Home in the Near Future
More kids prevented from entering congregate care placemen 14
More youth referred to Safe at Home 9
Program sustainability following the end of the Waiver 9
demonstration period
More success stories 6
Continued stailization and/or reduction of oubf-state 5
congregate care placements
Continued development of services 6
Make the program available to younger children 5
Fewer kids in foster care 4
Continued/increased support from community partners (e.g., 3
courts,schools, etc.)
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Table 5. Most Common Interview Responses on the Successes, Challenges and Hop
Sde at Home

Number of Interviewees

Sentiment .
in Agreement

More CPS based cases referred to Safe at Home 3

Interview data made it clear that stakeholders viewed the role of the wraparound
facilitator as one which contributes to success. As one casewerfgessed & a WdzaA G Kl GA Y
another persn in their life paying attention to them and someone who cares about them. A lot
2T (KS&AS @2dziK KI@3S ySOSNI KFIR GKIFIG 0STF2NBPE ¢
program that stakeholders agreed set the foundation for success with Safe a.Hame
OF aS62N] SNJ K2 NBaLRYyRSR (2 GKS adsaNBSe al ARX
helped many of our children. | do not see one thing working well. | see it working well as a
whole. Each part of the process is important to the goal.

The most common challenge for Safe at Home reported by stakeholders was the current
opioid/drug epidemic/crisis throughout the State. Interviewees elaborated on the reasons why
2 SAa0G *ANBAYAI Qa RNMXzZ ONARaAa Kl 8eoKitgoRSNSR GKS
Some of the reasons included:

a substantial increase in the foster care population due to ¢rddicted parents;

a lack of placements for children in care due to entire families and communities

impacted by addiction;

1 difficulties in firding appropriate informal/natural supports for youth since a large

LRNOA2Y 2F (GKS {dGFdSQa LRLMAFGA2y A& | RRAO

associated budget problems due to having so many children in care;

burnt out DHHR staff with increased workloads who are sometimes sleepihgiin

offices with kids because they cannot find homes for them;

1 younger kids who are more impacted by the drug epidemic, but unable to benefit from
Safe at Home because they do not meet the age criteria; and

1 challenges associated with working with yowtho are severely drugddicted.

1
il

= =

Stakeholders hoped that the initiative would prevent more youth from entering
congregate care placement in the future. Interestingly, prevention of congregate care
placement was also an area where some stakeholders haddjrebserved success with Safe
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at Home. Following prevention of congregate care placement, stakeholders hoped more youth
would be referred to the program and that Safe at Home would be sustained following the end
of the Waiver demonstration period in Septéer 2019.

Summary of Process Evaluation Findings

Changes to Safe at Home planning processes and implementation efforts were
reportedly not substantial over time. In fact, higher level DHHR staff reported that they have
been able to pull back on their dict oversight roles in the program because it is currently
running so well. Somkeigherlevelstaff have now turned their attention and focus to program
sustainability following the end of the Waiver demonstration period in September 2019.

One of the biggst changes was in how training is now delivered to DHHR staff. Safe at
Home training is now a standard part of new worker training, ensuring that all new staff are
trained. LCAs continually monitor their own individual training needs and will often host
additional trainings for their staff beyond what is minimally required by the State. DHHR staff
reported higher overall satisfaction with training whereas LCA staff held mixed views. LCA staff
were more satisfied by training provided within their agency thaming offered/required by
the State. Suggestions for training improvement included refresher courses, training on how to
build informal/natural support systems, training on wraparound planning/documentation
procedures and more advanced training on himaengage youth and families.

Outreach to judges/courts was updated to include combined communication plans for
CSMs and LCA program directors to implement together in order to educate judges and
increase their level of support for Safe at Home. Most dtakders reported noticing an
increase in the amount of by from judges, to the extent that judges are now perceived as
more frequently receptive to the program than not. Additionally, stakeholderibupr the
program was high among all groups intewes and surveyed.

Communication was a noted area of improvement, where conflict resolution within
DHHR and between DHHR and LCAs has reportedly gone well. Only a couple of staff reported
that problems have remained unresolved. DHHR and LCA staff repootéthg closely
together to ensure successful implementation at both programmatic and case levels.
Approximately half of DHHR staff surveyed reported that the same amount of time is spent
working on Safe at Home cases and #hivds reported that less timé now spent. DHHR staff
who reported that less time needs to be spent on Safe at Home cases stated that this was
primarily because of the extra support of wraparound facilitators who have more time available
to work directly with clients and find creatiweays to meet their needs and link them to the
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appropriate services.

Stakeholders alsdescribedhow Safe at Home differs from traditional services. Most of
the responses were related to an intense focus on the unique needs of each and every youth
and famly, which createan atmosphere of focused planning and creative service delivery.
Additionally,Safe at Home was reported to differ from traditional services because of its
strengthsbased model and prioritization of youth and family input in planning.

DS 2 GKS GFAf2NBR ylIGdzZNE 2F 4N LI NRdzy Rk { |
needs, many stakeholders struggled with, and even stated it was impossible to come up with a
comprehensive list of services. This was evident in the services shared byti@Aish
N} YyISR FNRY GKSNI LR FyR LI NByGAy3a OflFaasSa G2
services LCA staff stated were received by Safe at Home clients included therapy, mentoring
and tutoring; all of which were services that some LGAf s¢ported they were able to offer in
house to clients. LCA staff reported that when they could not offer a servtelse, they
subcontracted with other providers or worked closely with otkemmunity-basedresources
to ensure it was provided. Mostakeholders agreed that rural areas were most impacted by a
lack of services overall.

Stakeholders reported that Safe at Home has been successful because of wraparound
facilitators who provide an additional level of support to youth and families by spgradgreat
deal of time working directly with their clients to learn what they need and then by working
creatively to ensure that the services and supports address those needs. The greatest
challenges for Safe at Home were overwhelmingly associated wittirtigdopioid
crisis/epidemic, which impacts youth either directly (e.g., dadglicted parents and youth) or
indirectly (e.g., lack of placement options due to increases in overall foster care population).
Stakeholders hope for more referrals, more preventof placement and continuation of the
program following the end of the Waiver.

Outcome Evaluation Results
Youth Cohort Analysis

From the first day of program implementation (October 1, 2015) to March 31, 2018
1,544 total youth have been referred toa® at Home and remained in the program for at

1 The numbers of youth reported by HZA and the State differ slightly because the State utilizes veekiig tr
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least three daysi-or the analysis afutcomes, youth are divided into smonth cohorts based
on the date of referral to Safe at Home (Table 6). @aduationcurrently includes youtlior a
total of five cdhorts. All youthfrom Cohorts | through IWave been in the program for at least
six monthswhich means sufficient time has passed to megasoutcomes for them. The data
availablefor youth inthe most recent cohorfi.e.,CohortV)are limited to descripve
information about the youth populatiot? because a full six months in the program have not
passed for youth in this cohort

Thematched comparison groups were selectgdusing Propensity Score Matching
(PSM) which relies on data from FACT®e compason poolsvere drawn from youth who
meet the Safe at Home referral criteria.g., youthages 12-17 in congregate care with a mental
health diagnosisr at risk of enteringongregate caravith a possible mental health diagnosis
during SFYs 2@through2015. Propensity scores were calculated using age at referral, gender,
race, ethnicity, initial placement setting, report allegation, number of prior placements,
evidence of an axis one diagnqgisvenile justice involvemerand if the youth was ever ia
psychiatric hospital or group home. These scores were matched using a nearest neighbor
algorithm to select a comparison group that is statistically similar to the treatment group (see
AppendixA).

Table6. Outcome Analysis Cohorts

Cohort Group ReferralPeriod ;U\?;tlf;
Treatment October 1, 2015 March 31, 2016 124
Comparison SFY 2012015 124
Treatment April 1, 2016&; September 30, 2016 221

: Comparison SFY 201Q 2015 221

logs(e.g., reattime data) to count the number of youth in the prograand HZA relies on quarterly FACTS extracts

for data(e.g., slightly delayed datd) 2! Qa O2 dzy (& Eld&y& ddte?eat§nit FRQES whicl? resRits in
smalldifferencesin thetotal numbersof youthand the number of youth reported for some of the cohorts

2t £ SIFaS aSS GKS at NPOSaa 9@lftdzZ GA2y wSadzZ Gag aSOGAz2yd
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Table6. Outcome Analysis Cohorts

: Number
Cohort Group ReferralPeriod of Youth
Treatment October 1, 2016 March 31, 2017
! Comparisa SFY 201 2015 297
Treatment April 1, 2017 September 30, 2017 445
v Comparison SFY 2012015 445
Treatment October 1, 201¢ March 31, 2018 457
Y Comparison SFY 2012015 -
Treatment October 1, 2015 March 31, 2018 1544
Total
Comparison SFY 200¢ 2015 1087

Unless otherwise specified, outcome measures are examined at or within six and twelve
months postreferral to Safe at Home. For this report, six and twelve month outcomes are
analyzed for youth in CohortgHrough II| given the arount of time which has elapsed for
youth in CohortV, the analysis is limited to six month outconuwyy.

Stepwise Regression Analysis

To gain a better understanding of which populations Safe at Home best serves, HZA
performed a stepwise regression ansilyfor each outcome measure. The process of a stepwise
regression first runs a linear regression using a complete list of independent variables against
the outcome measure. The program then determines if removing or adding (if they were
removed) variableg a stepped fashion would produce a stronger correlation to the outcome.
The stepwise regression is complete once no change in independent variables will produce a
stronger correlation, resulting in the variables which are most strongly correlated to the
outcome. The variables examined are:
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county,

gender,

race,

placement at referral,

length of time outof-state prior to referral,
age,

length of DHHR case activity prior to referral,
presence of a mental healtttiagnosis-?
juvenile justice involvement,

substance abuse and

if formal services have been received.

= =4 8 -4 8 -9 _45_4_°5_2_-2

Each of the factors listed above have been run against all of the following outcome
measures:

initial congregate care entries,

congregate care rentries,

length of stay in congregate care,

county novement (e.g., home&ounty to outof-county and ouof-county to home
county),

initial foster care entries,

foster care reentries and

new referrals.

= =4 -4 -4

= =4 4

Whenever any of the factors from the stepwise regression analysis is found to have a
notable impact (whib can be either statistically significant or not) on any of the outcome
measures, it will be described in greater detail while discussing the specific outcome measure.
To determine if the Safe at Home program is more or less effective for certain popiglétian
the comparison group, an identical regression analysis was performed for youth in the
comparison group.

Youth Placement Changes

Table7 examines the placement of Safe at Home youtohorts | throughV when
they were referred to the program arttien six months laterlt is possible for youth to be

B This analysis will be further broken down by the date of diagnosis; looking separately at those youth who
recaved a diagnosis prior to congregate care entry, and those who received a diagnosis following entry.
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placed in a detention or transitional placement or the youth could be on runaway status at six
months. Due to the small number of youth this affects, they are included in a footnote for each
cohort rather than in the table.

Table 7 Safe at HomeéYouth Placements at Referral and Six Months

Cohort |
Placement after Six Months

Out-of- .
Placemen State In-State Emergenc Family Total at
at Referral Congregate gency Foster | Home

Congregate Shelter Referral

Care Care

Care
Out-of-State
Congregate
Care 11 4 1 2 13 31
In-State
Congregate
Care 1 11 3 2 20 37
Emergency
Shelter 1 2 0 0 1 4
Family
Foster Care 0 2 0 0 0 2
Home 3 6 3 0 33 45
Total at Six
Months!4 16 25 7 4 67 119

Cohort Il
Placement Placenent at Six Months
14 At six monthghere werethree youth from Cohort lin detentionand two& 2 dzi K g A G K |  &é { dza
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Table 7 Safe at HoméYouth Placements at Referral and Six Months

e Oof In-State Famil
State Emergency y Total at
Congregate Foster | Home
Congregate Care Shelter Care Referral
Care
Out-of-State
Congregate
Care 3 2 1 0 12 18
In-State
Congregate
Care 3 25 4 3 37 72
Emergency
Shelter 0 6 4 3 4 17
Famly
Foster Care 0 2 2 4 3 11
Home 0 11 2 1 84 98
Total at Six
Monthst® 6 46 13 11 140 216
Cohort IlI
Placement at Six Months
Placement | Out-of- T — Family Total at
State Emergenc
at Referral Congregate gency Zocier | Mame Referral
Congregate Shelter
Care Care
Care
Out-of-State 3 0 0 1 3 12
Congregate
15 At six months there as oneyouth from Cohortll in detentionandfour® 2 dzi K gA G K | &Gl Gdza 27F &
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Table 7 Safe at HoméYouth Placements at Referral and Six Months

Care

In-State

Congregate

Care 0 9 2 6 42 59
Emergency

Shelter 0 0 1 0 5 6
Family

Foster Care 1 1 2 8 1 13
Home 4 30 6 6 158 204
Total at Six

Months16 8 40 11 21 214 294

Cohort IV

Placement at Six Months

Out-of- -
Placement State In-State S Family Total at
at Referral Congregate 9 y Foster Home
Congregate Shelter Referral
Care Care
Care
Out-of-State
Congregate
Care 2 0 0 0 10 12
In-State
Congregate
Care 1 11 3 5 40 60

1At six monthsthers SNBE v @2dziK Ay RSGSYyGA2ysT m @2dziK 6A0GK
living setting from Cohort III.
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Shelter 2 2 1 1 7 13
Family

Foster Care 0 2 1 14 10 27
Home 6 49 7 1 268 331
Total at Six

Months?’ 11 64 12 21 335 443

An increased percentage of youth in Cohorts Ill and IV who were referred while in
congregate care and owtf-state congregate care facilities were retd to their homes within
six months of the Safe at Home referral compared to those in Cohorts | and Il. In Cohort-1V, two
thirds of the youth referred while placed in a congregate care facility were home in six months
of entry into Safe at Home and 83 gent referred while in an oubf-state congregate care
facility were home in six months. Roughly 15 percent of youth across all Cohorts referred to the
program while in their own home were placed in Congregate Care-at@mths. In Cohorts IlI
and |V, thepopulation of youth in congregate care and enftstate congregate care facilities

sixmonths after referral primarily consists of youth referred when in their home.

Table8 examines the placement changes one year following referral to Saferaé Hur
youth in Cohorts | through IIAs with the sixmonth analysis, it is possible for youth to be
placed in a detention or transitional placement or the youth could be on runaway status at 12
months, and these cases are described in footnotes for the reles@mirts.

17 At six months there were 2 youth in detentiom,
living setting from Cohorttv.
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Table8. Safe at Home Youth Placements at Referral and Twelve Months

Cohort |

Placement at Twelve Months

Rlacementat Out-of-State | In-State Emergenc Family Total at
Referral Congregate | Congregate gency Foster | Home
Shelter Referral
Care Care Care
Out-of-State
Congregate Care 5 4 3 2 16 31
In-State
Congregate Care 3 8 3 2 21 39
Emergency Shelter 1 2 0 0 2 6
Family Foster Care 0 0 1 0 1 2
Home 4 8 2 1 31 46
Total at Twelve
Monthst!8 13 22 9 5 71 124
Cohort Il
Placement at Welve Months
Placement at Out-of-State | In-State Emergenc Family Total at
Referral Congregate | Congregate gency Foster | Home
Shelter Referral
Care Care Care
Out-of-State
Congregate Care 4 1 0 1 12 18
1BAttwelvemonthsti KSNBE 6SNB m @82dzikK Ay RSGSYy(dA2yI o @&2dzikK

transitional living setting from Cohott
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Table8. Safe at Home Youth Placements at Referral and Twelve Months

In-State
Congregate Care 6 16 4 7 37 73
Emergency Shelter 1 5 2 5 4 18
Family Feter Care 1 2 0 4 4 11
Home 7 23 0 1 68 101
Total at Twelve
Months?? 19 47 6 18 125 221
Cohort IlI
Placement at Twelve Months
Placement at Out-of-State | In-State Emergenc Family Totalat
Referral Congregate | Congregate gency Foster |Home
Shelter Referral
Care Care Care
Out-of-State
Congregate Care 3 0 0 1 8 12
In-State
Congregate Care 2 17 0 5 36 61
Emergency Shelter 0 0 1 2 3 6
Family Foster Care 0 3 0 4 6 13
Home 5 34 2 4 158 204
Total at Twelve
Months?° 10 54 3 16 211 296

19 At twelve nonths thereg S NB

transitional living setting from Cohort II.
eSSt PSS Y2y iKa
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Placement results for youtat the 12month mark from referral are generally like those
at the sixmonth point. The most noticeable change from-signths to twelvemonths,
however, involves youth in the Cohort Il congregate care population. Twelve more youth
referred while in theihome were placed in a congregate care facility at 12 months than at six
months. Moreover, seven youth starting at home were moved to andftgtate congregate
care facility in the same timeframe.

Contrasting the placement changes of youth in the compargroups to those in the
treatment groups offers an additional opportunity to assess the impact of Safe at Home. Figure
4 compares the placements of Safe at Home yaltingwith their corresponding comparison
youth for Cohort | at referral and at six atwlelve months following referral.

Figure 4. Percentage of Youth Placement Type at Referral and Six
and 12 Months Post Referral - Cohort |

70%
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M Referral Six Months B 12 Months

The treatment and comparison groups experienced reductions in beskate (IS) and
out-of-state (OOS) congregate care placement six and 12 months after referral. The reduction
of youth in both facility types is moggonounced for the treatment group than the comparison
group. Additionally, an increased percentage of youth are in their own homes six and 12
months following referral for youth in both the treatment (20 percentage points) and

transitional livhg setting from Cohortl.
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comparison groups (11 pemstage points).

Similar to Figurd, Figure5 compares the placements of Safe at Home youth withrthe

corresponding comparison youth at referral and at six and twelve months following referral for

youth in Cohortl.

Figure 5. Percentage of Youth Placement Type at Referral and Six
and 12 Months Post Referral - Cohort Il
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Even with a small percentage of COhli L L Q&
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whilein an outof-state congregate care placement, the comparison group experieaced

slight increase in youth placed outside of West Virgatiboth the sixand 12months

Converselythe percentage oSak at Home youtHivingin an out-of-state congregate care

decreased by five percentage points six months after referral but increased by the same
amountat 12 months.Thetreatment group had reduced percentages of youth living i in
state congregate caret &ix and twelve monthsgvhile the comparison group had increased

percentages at six months but decreased percentages at 12 mortiespercentage of
youth in the treatment group who were placed in home increased from referral to six
months by 17 percentaggoints, then decreased by six percentage points frormsixths
to 12-months.

Figure6 compares the treatment and comparison group placements for Cohort Il at

referral and sixand twelvemonths after referral
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67

02 Y LJ



Safe at Home West Virginia

Figure 6. Percentage of Youth Placement Type at Referral and Six
and 12 Months Post Referral - Cohort IlI
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Overall, Cohort Il displays more postiplacement changes at smonths than youth

in the comparison group. A smaller proportion of Safe at Home youth a

re infesthte or

in-state congregate care facilities and more youth are in their home when compared to
youth in the comparison group. Baof these results is significant at the p < 0.05 level. At 12
months, the treatment group and comparison groups have similar proportions of youth in all
placement settings except owf-state congregate care. A significantly lower percentage of

Safe at Hme youth are in this setting type than the comparison group.

Finally Figure ©2 YLJ N’ & / 2 K2 NI
comparison youth at six months following referral.

L+Qa |
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Figure 7. Percentage of Youth Placement Type at Referral and Six
and 12 Months Post Referral - Cohort IV
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The placement settings of Cohort IV youth at six months &wwkiar between the
treatment group and comparison groups. There are significantly more Safe at Home youth in
home at sixmonths than comparison group youth.

In general, there are fewer Safe at Home youth in congregate care six month after
referral thanthe comparison group and more youth placed in home. At twelve months,
these differences become less dramatic as the percentage of youth in both treatment and
comparison groups are placed is roughly similar in each setting at 12 months. In particular,
Cohot Il has a dramatic shift in treatment group placement settings from six to twelve
months.

Congregate Care

Safe at Home has multiple goals related to-otistate and instate congregate care,
including the prevention of initial placements into this highevel of care, returning youth to
lower level settings and reducing the time spent in these types of settings.

Oneway to evaluate the impact of preventing placement into congregate cdce is
compae the results for youth in the treatment cohorts withadse in the comparison cohorts
who were in a lower level of care at the time of referrduth placedinitially in lower levels of
care, i.e., their own homes, family foster care or an emergency shelter, were examined at six
and twelve months following ferral (Table9) to determine the extent to which those youth
moved to congregate car€ohort Il and Il treatment group youth show a lower percentage
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placed in congregate care at six months than comparison group youth; however, at 12 months,
a larger pecentage of treatment group youth are in congregate care than comparison group
youth. Furthermore, the results for Cohort Il are significant at the p < 0.05 level at be#ndix
12-months. Cohort | treatment and comparison group youth show similar tramttseir

placement while Cohort IV has a slightly larger percentage of treatment group youth in
congregate care at sixonths than the comparison group. There is no significance for Cohort I,
[, or IV initial congregate care outcomes. In general, it appgouth in Safe at Home are more
likely to enter congregate care than their comparison group counterparts.

Table9. Percentages of Youth from Lower Levels of Care to Congregate Care

Number . :
Percent in Percent in
Referred at
Cohort Congregate Carat  Congregate Care at
a Lower
6 Months 12 Months
Treatment 54 26% 28%
Comparison 55 24% 27%
Treatment 130 15% 30%
I
Comparison 143 28% 17%
Treatment 224 16% 19%
1]
Comparison 221 20% 17%
Treatment 373 16% -
\Y
Comparison 358 12% -

From the stepwiseregression analysigputh who have an axis 1 diagnosis or an initial
placement in a shelter are at higher risk to move to a congregate care facility from a lower level
within six and 12 months of referral. Youth with juvenile justice wmewient have a slightly, but
not significantly (p = 0.11), lower risk of being placed in congregate care at 12 months. The
regression on the comparison group also shows youth with an axis 1 diagnosis and initial shelter
placement at higher risk. However,maparison group youth who received formal services are
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at higher risk to enter congregate care, a result not shown in Safe at Home youth. This is
suggestive that formal services received by Safe at Home youth are more effective at keeping
youth from initialy entering care. Furthermore, comparison group youth who are juvenile
justice involved are more likely to enter congregate care, suggesting Safe at Home is more
effective at keeping his population from entering.

TablelOdisplays the results for youtlvho exitedcongregate car¢o a lower level of
carewithin 12 months of referral and ultimately returned to congregate care at six or twelve
months later Results displayed below are for youth where sufficient time has passed to
measure outcomes. Cohorts Idfl display a lower percentage of treatment group youth re
entering congregate care at amonths than comparison group youth. Furthermore, the Cohort
| sixmonth outcome is significant at the p < 0.05 level. The Cohort | treatment group youth also
have aower rate of reentry into congregate care at Ifonths than the comparison group
youth, though this outcome is significant.

Tablel10. Rate of Congregate Care {Eatry

Number of Youth Percent of Re Percent of Re
Moved to Lower Entry 6 Months  Entry12 Months
Cohort Group Level of Care from After After
Congregate Care Congregate Care Congregate Care
within 12 Months Discharge Discharge
Treatment 32 28% 41%
I
Comparison 28 54% 46%
Treatment 54 35% -
Il
Comparison 34 47% -

The stepwise regressiopvealed youth referred in Cohort Il are at significantly less risk-to re
enter congregate care within six months while males have a higher risk. Additionally, cases open longer
at referral have a slightly lower risk of-emtering congregate care faciég at six months. There were no
factors found to contribute to congregate caregatry at 12 months. The comparison group regression
shows a higher risk of fentry for males, older youth, youth who are involved with juvenile justice, and
youth in HancockClay, Wayne, Harrison, and Webster counties. Conversely, youth placed initially in
congregate care facilities are at lower risk ofr@ry. These results indicate that males are at a higher
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risk of congregate care fentry, regardless of Safe at Homdawal, and that Safe at Home is more
effective at keeping youth across the state froremrgtering congregate care than the comparison

group.

To calculate length of stay in congregate caehl@&11identifies the average number of
days youth spent icongegate careWhile Safe at Home youth seem more likely to enter
congregate care than their historicebunterparts they spend much less time in those
settings.Youth in all four treatment group Cohorts spent less time in congregate care
following sixmonths of enrollment in Safe at Home than those in the comparison group. The
same finding is true for Safe at Home youth in Cohorts |, I, and IIlabh#hs. All results are
significant at the p < 0.01 level.

Tablell. Average Length of Stay in Congregar€Within 6 and 12 Months

Average Days in Average Days in
Cohort Group Congregate Care Congregate Care Within
Within 6 Months 12 Months
Treatment 101 167
Comparison 137 239
Treatment 84 144
Il
Comparison 131 237
Treatment 63 126
1]
Comparison 122 219
Treatment 70 -
\Y;
Comparison 126 -

The regression analysis reported older youth and Safe at Home participants with initial
placements at home, in foster care, or in shelters are at significantly less risk to spend more
time in congregate carat both six and 12 months. Conversely, youth with axis 1 diagnoses are
at higher risk to spend more time in congregate facilities at both timeframes. Participants
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enrolling earlier in the program spend more time in congregate care, likely due to the large
percentage of Cohort | youth with initial placements in congregate care. The comparison group
analysis shows a higher risk for spending more time in congregate care for youth with initial
placements in congregate care facilities, juvenile justice invopeedh, and youth who were

referred in Grant, Tyler, and Hampshire counties. Youth referred in Morgan, Marshall, and
Mercer counties show less risk to spend time in congregate care. Similar to the congregate care
re-entry, Safe at Home appears to be equaffective in all parts of the state since county is

not a risk factor for these youth.

Detention

Since a proportion of Safe at Home youth are juvenile justice involved, HZA added initial
detention entries and reentries to the outcome measureds showrh y G KS &, 2dzi K t
/ KIyaSa¢é¢ aSOGA2Yy 2F GKS NBLE2NI oloz2ddd s GKS
therefore a regression analysis will not provide meaningful insights to the population entering
detention. However, the ramifications of ik level of placement are serious enough to warrant
further investigationYouth cannot be referred to Safe at Home from a detention facility,
therefore, none of them start at this particulate placement setting. Additionally, once youth
enter a detention &cility they are no longer eligible for Safe at Home and are subsequently
discharged from the program (though they may beeéerred following their exit from
detention).

Table 12 reveals a lower number of Safe at Home youth are in a detention faxility s
months after referral than comparison group youth. In Cohorts Il, lll, and 1V, there aretthiree
four times the number of comparison group youth in detention than the treatment group six
months following referral to the program. At 12 months, there argimilar number of
treatment and comparison group youth in detention in each Cohort. No results are significant.

Tablel2. Initial Detention Entries at 6 and 12 Months PeReferral

Number of Youth in Number of Youth

Cohort Grou Detention at 6
P Detention at 12 Months
Months
Treatment 3 1
Comparison 4 1
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Tablel2. Initial Detention Entries at 6 and 12 Months PeReferral

Number of Youth in

Number of Youthm

Cohort Grou Detention at 6 .
P Detention at 12 Months
Months

Treatment 1 2
[l

Comparison 4 1

Treatment 2 1
"

Comparison 7 1

Treatment 2 -
v

Comparison 6 -

Tablel3displays the results for youth in which sufficient time has passed sindegexit
detentionto measure the extent to which they fenter detention within six and 12 months
after leaving and being referred to Safe at Home. Only the Cohort Il treatment group youth
show one youth reentering a detention facility at six months; otherwise youth reentered
detention at six or 12 months after leaving such a facility. No results are significant.

Table13. Number of Youth Réentering Detention at 6 and 12 Months

Number of Youth NumberRe NumberRe
Moved Out of a Entering Entering
Cohort Detention Center Detention 6 Detention 12
12 Months After Months After Months After
Retkrral Leaving Leaving
Treatment 4 0 0
I
Comparison 8 0 0
Il Treatment 10 1 0
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Table13. Number of Youth RéEntering Detention at 6 and 12 Months

Number of Youth NumberRe NumberRe
Moved Out of a Entering Entering
Group Detention Center Detention 6 Detention 12
12 Months After Months After Months After
Retrral Leaving Leaving
Comparison 10 0 0
Treatment 6 0 -
1]l
Comparison 14 0 -

County Movement

Another goal of Safe at Home is to increase the number of youth living in their home
communities. To measure the extent to which this goal has been achieved, moveméuots of
youth leaving their home coumsandof thosereturning are examined at six and twelv
months postreferral; these resultare provided in Table 1%4.A lower percentage of Cohort Il
and Il treatment group youth are placed out of their home county than the comparison group
at six months. This trend does not hold at 12 months and Cohsihbiks a significantly lower
(p < 0.05) percentage of youth in the treatment group who are placed in their home county
than the comparison group.

For the youth who were referred while owff-county and moved to their home
counties, nearly all Cohorts repatsignificantly higher percentage of treatment group youth
moving back to their home county at six and 12 months. Only the Cohorniot#h outcome
does not show significance; however, there is still a higher percentage of treatment group
youth moving lack to their home county than of youth in the comparison group.

2Instances where youth move owof-county because of placement with a parent or relative foster placement are
not included in the analysis, as these are more ideal settings for youth to achieve permanency than merely living
within their home-counties
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Table14. Youth County Movements

s S Denominator Percent at 6 Percent at 12
Months Months
From HomeCounty to Outof-County

Treatment 59 27% 27%

Comparison 55 24% 24%

Treament 132 18% 27%
: Comparison 118 23% 14%

Treatment 227 17% 20%
! Comparison 213 20% 18%

Treatment 366 15% -
v

Comparison 337 12% -

From Outof-County to HomeCounty

Treatment 66 59% 64%

Comparison 69 28% 39%

Treatment 96 61% 59%
: Comgarison 103 29% 48%

Treatment 74 81% 72%
! Comparison 85 33% 45%

Treatment 87 75% =
v

Comparison 109 28% -
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The regression analysis revealed youth are at higher risk of being moved out of their
home counties if they have an axis 1 diagnosis, yaeed in a shelter at the time of referral
to Safe at Home, or have substance abuse issues. Additionally, youth from Berkeley, Braxton,
Calhoun, and Putnam counties are at higher risk not to return to their home counties at 12
months. Youth referred to $@at Home in Cohorts Il and Il are slightly more likely to return to
their home counties at 12 months. The comparison group regression analysis showed youth are
a higher risk movement out of county if they have an axis 1 diagnosis or received formal
senices within the first year of referral. Comparison youth in Tucker and Gilmer are a less risk
to be moved out of county. Youth placed initially in congregate care facilities or received formal
services are less likely to be returned to their home countylewouth in Brooke, Lincoln,
Marion, and Wetzel counties are more likely to return. These results suggest that formal
services received by Safe at Home youth are more effective at moving youth back or keeping
youth in their home county.

Foster Care

Safeat Home has two goals related to foster care (understood as anpflibme
placement). The first is to reduce the percentage of youth who need placement outside the
home, and the second is to reduce the percentage of youth wkenter carefollowing
discharge to their homes. Tablks examines the initial entry into foster care following referral
for youth who were referred whil&vingin their own homesTreatment group members in
Cohorts | and Il show similar results to the comparison group at sitzantbnths. Cohort II
shows a lower percentage of treatment group youth in foster care at six months than the
comparison group; however, a significantly higher (p < Qp@tdentage of safe at home youth
are in foster care at 12 months following referrabh®©rt IV has a higher percentage of
treatment group youth in foster care at six months than the comparison group youth, though
the result is not significant. In general, Safe at Home youth are just as likely to enter foster care
as comparison group youth.
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 Numberof Percentwith Percentwith
Youth Initial Foster Initial Foster
Cohort Group
Home at Care Entry at  Care Entry at
Referral 6 Months 12 Months
Treatment 46 28% 33%
Comparison 47 28% 30%
Treatment 101 15% 32%
Il
Comparison 103 23% 16%
Treatment 205 22% 22%
1]
Comparison 197 22% 20%
Treatment 333 20% -
\Y,
Comparison 312 14% -

The regression analysis shows that youth with an axis 1 diagnosis are at higher risk of
being placed into foster care withisix and 12 months of referral to Safe at Home than those
without a diagnosis. Additionally, juvenile justice involved youth have a slightly lower risk of
entry into foster care at both timeframes, though the results are not significant. Finally, youth
who received formal services during Safe at Home are at a significantly higher risk of entering
foster care within 12 months of referral. The comparison group regression also showed youth
receiving formal services having a higher risk of entering care, stigge¢hat formal services
generally lead to a higher risk of initial foster care entries. Additionally, juvenile justice involved
youth in the comparison group show a significantly higher risk to enter foster care, suggesting
Safe at Home is preventingvenile justice youth from entering foster care.

Tablel6displays the results for youtlvho exitedfoster care within 12 months of
referral and ultimately returned to foster care at six or twelve months following discharge
Results presented below inclugeuth where sufficient time has passed to measure outcomes.
Both Cohorts show a higher percentage of Safe at Home yotghtexing foster care at each
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timeframe than the comparison group youth. This outcome is significant at the p < 0.05 level
for the Colort Il sixmonth outcome.

Table16. Rate of ReEntry into Foster Care

Number of Youth Rate of
Discharged from Foster Rate of Foster  Foster Care
Cohort Group Care within 12 Months of ~ Care ReEntry ReEntry (%)
at 12 Months
Treament 41 17% 17%
Comparison 27 7% 7%
Treatment 70 27% -
I
Comparison 53 11% -

The stepwise regression shows youth who received formal services during Safe at Home
are at significantly higher risk of-entering foster care at six and 12 months afteferral than
those who do not. Additionally, the longer the case was open prior to the Safe at Home referral,
the less risk the youth has to-enter foster care at both timeframes. Youth in Cohort Il have a
higher risk of reentering foster care than @aorts | and Ill. The comparison group regression
shows youth who receive services having slightly higher risk of foster cargmeand juvenile
justice involved youth having slightly lower risk. Youth in 31 counties show significantly less risk
of re-entering foster care. These results suggest formal services are not effective at keeping
youth from reentering foster care and Safe at Home juvenile justice youth are slightly more
prone to reentry than comparison group youth.

Maltreatment

TheSafe at Horainitiative aims to increase youth safety by demonstrating decreased
rates of maltreatment/repeat maltreatmeniTablel7 displays the number of youth with a
maltreatment referral subsequent to referral to Safe at Home and the number for which that
referral led to a result of substantiated maltreatmenfouth in Safe at Home experienced fewer
referrals within six and 12 months from referral than their comparison group counterparts. The
results for Cohorts I, Il, and IV are statistically significantly aatbssieframes at the p < 0.05
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not experienced maltreatment which explains the small number of substantiations.

Tablel7. Number of Youth with a New Referral @ubstantiation

Referral o Referral o
Within Substantiation Within Substantiation
Cohort Group 5 Within 6 12 Within 12
Months Months
Months Months
Treatment 2 0 2 0
Comparison 14 0 21 0
Treatment 18 0 23 0
[l
Comparison 31 0 41 0
Treatment 23 0 34 1
"
Comparison 32 0 47 0
Treatment 29 1 = =
v
Comparison 49 0 - -

Due to the limited number of new substantiations, the regression discussion focuses on

new referrals. Youth referred in Brooke, Hampshire and Wetzel counties are at significantly

higher risk to have new referrals than other counties at six and 12 months. In addition, the risk
to have a new referral reduces the older the youth are at the time of referral. The comparison

group regression found reduced risk for a maltreatment referral dkder youth were when
referred, if they were juvenile justice involved, or if they received formal services.

Well-Being

¢tKS /! b{ G22f LINRPYARS& |y laaSaayvySyid 27

support decision making, facilitate serviceaefls and monitor the outcomes of services

received. By utilizing a fodevel rating system (with scores ranging from 0 to 3) on a series of
items used to assess specific domains, such as Child Risk Behaviors or Life Domain Functioning,
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the CANS helps BGvraparound facilitators and DHHR caseworkers to identify

needs/actionable items (i.e., those with a score of 2 or 3), indicating where attention should be
focused in planning with the youth and fami§ome items in the CANS will trigger further
modulesfor questioning if a need is discovered in that area, such as substance use and GLBTQ
(Gay, Lesbian, Bexual, Transgender, and/or Questioning), for example.

Wraparound facilitators from the LCAs are responsible for administering CANS
assessments to youtin the program. Once the assessments are completed, they are to be
entered into the online WV CAN®%outhin the program are supposed to receive an initial CANS
assessment within 30 days of referral and subsequent CANS are to be performed every 90 days
thereafter.

A total of 720 Safe at Home youthaveat leasttwo CANS assessments comple(ed.,
an initial CANS and at least one subsequent GAMSre are no CANS available to compare to
youth in the comparison groups, thus limiting the analysienlyyouth in Safe at Home.

For the purpose of this report, the results of the initial CANS assessments for youth from
Cohorts throughlll are compared to those at six and twelve months pogial CANS to
measure progress while in the program, with the féslimited to six months for youth in
CohortlV. Progress is measured by the extent to which scores have improved, meaning
needs/actionable items have been reduced over time. As shown in T8p@ANS assessments
available for analysis become more limite & Y2 NX GAYS St LJAaSa | FGSNI (
Safe at HomeThis is due to a variety of factors, including: inappropriate referral (for example,
youth may not meet the age requirement for Safe at Home), youth placements into a detention
center, or caes which close prior to six months because families decline participation or there
is an inability to secura placement for youth.

Table18. Number of Youthwith CANS Assessments Available for Analysis

Cohort | Cohort Il Cohort Il Cohort IV

Number ofYouth with an
Initial CANS Assessment 88 165 209 299

Number of Youth with &-

Month FollowUp CANS 54 93 91 81
Nymber of Youth o5 48 77 96
Discharged Before @&
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Table18. Number of Youthwith CANS Assessments Available for Analysis

Cohort | Cohort Il Cohort Il Cohort IV

Month FollowUp CANS
can be Performed

Number of Youth Where
Not Enough Time Has

Passed Befe a 6 Month
CANS Can Be Performed 0 0 1 34

Number of Youth Where
Enough Time Has Passed &
No 6 Month CANS Was
Performed 9 24 40 88

Number of Youth with a 12
Month FollowUp CANS 24 41 18 -

Number of Youth

Discharged Before a 12
Month FollowUp CANS
canbe Performed 60 99 142 -

Number of Youth Where
Not Enough Time Has
Passed Before a 12 Month
CANS Can Be Performed 0 0 18 -

Number of Youth Where
Enough Time Has Passed &
No 12 Month CANS Was
Performed 4 25 31 -

Tablel9 provides an overview of the peentage of youth with at least one need item
selectedin the main CAN8omains on the initial assessmeiiior a closer look at the needs on
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specific items within eachf the maindomairs, please see Appendiand C

Tablel9. Percentage of Youth with andionable Item/Need on the Initial CANS
Assessment

Cohort | Cohort Il Cohort Il Cohort IV
(N=88) (N=165) (N=209) (N=299)

CANS Domain

Child Behavioral/Emotional
Needs

(13 Items) 81.8% 77.6% 69.4% 69.2%

Child Risk Behaviors

(13 Items) 48.9% 44.2% 36.8% 38.5%

Life Domain Functioning

(19 Items) 90.9% 90.3% 90.9% 92.0%

Trauma Stress Symptoms

(12 Items) 47.7% 44.8% 28.2% 29.4%

Apart from the Life Domain Functioning domain, the percent of youth with actionable
items on the initial CANS assessment decredsed Cohort | to Cohort IV. This change is likely
due to the changing population of Safe at Home youth since implementation where Cohorts |
and Il had more youth in congregate care settings than is evidenced for those in Cohorts Ill and
IV. The Life DomaiFunctioning domain consistently has over 90 percent of the youth with an
actionable item. In particular, roughly 50 percent of youth in each Cohort are actionable in the
G SAFLtE¢ AGSY 2F (GKS [ATFS 52YI Ay Cdmh@atA 2y Ay 3
youth in Safe at Home are typically juvenile justice involved.

Table20 shows the percentage of youth who had a six or twelve month follow up CANS
and who also reduced at least one neediidomain (i.e., at least one item in the domain had
gonefrom actionable to noractionable or was no longer considered a need).
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Table20. Percentage of Youth with a Need on the Initial CANS Who Improved Scores on a ¢
12 Month Subsequent CANS

Youth with Improved Youth with Improved
CANS Domain Scores 6 Months Post Scores 12 Months Post
Initial CANS Initial CANS
Cohort |
Child Behavioral/Emotional
Needs 50.0% 85.0%
Child Risk Behaviors 50.0% 77.8%
Life Domain Functioning 58.3% 85.7%
Trauma Stress Symptoms 38.5% 77.8%
Cohort Il
Child Behavioral/Emotional
Needs 58.7% 65.7%
Child Risk Behaviors 60.5% 71.4%
Life Domain Functioning 64.6% 72.2%
Trauma Stress Symptoms 60.5% 70.0%
Cohort Il
Child Behavioral/Emotional
Needs 54.8% 88.9%
Child Risk Behaviors 67.6% 85.7%
Life Domain Functioning 64.6% 75.0%
Trauma Stress Symptoms 58.3% 80.0%
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Table20. Percentage of Youth with a Need on the Initial CANS Who Improved Scores on a ¢
12 Month Subsequent CANS

Youth with Improved Youth with Improved
CANS Domain Scores 6 Months Post Scores 12 Months Post
Initial CANS Initial CANS
Cohort IV

Child Behavioral/Emotional

Needs 51.7% -
Child Risk Behaviors 53.8% -
Life Domain Functioning 75.3% -
Trauma Stress Symptoms 51.7% -

Over half of the youth for whom a second CANS was completed showed
improvement on the initial CANS in each domain listed in Table 20. The Life Domain
Functioning domain generally shows the largest percentage of youth with improved scores at
six months. At twelve months, all cohorts show further improvement with 75 percent of
youth showing improved scores from the initial CANS assessment in nearly every domain.

In addition to the main CANS domains, there are triggerednsabdules which delve
deeper into specific questions on specific topics where youth have identified n€alie 21
provides the results of youth who triggered soiodules in the initial CANS assessment.

Table21. Percentageof Youth with Triggered Submodules on Initial
CANS Assessment

Submodule | Cohort | Cohort Il Cohort Il Cdort IV
Triggered (N=88) (N=165) (N=209) (N=299)

Adolescent

Suicide 14% 10% 4% 7%

Child Suicide 0% 2% 1% 1%
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Table21. Percentageof Youth with Triggered Submodules on Initial
CANS Assessment

Submodule @ Cohort | Cohort Il Cohort Il Cdort IV
Triggered (N=88) (N=165 (N=209) (N=299)
Commercial

Sexual

Exploitation 0% 0% 2% 1%

/| KAf RNX

Sexual

Behaviors

Screen 14% 11% 10% 10%

Delinquent

Behavior 48% 39% 52% 53%

Fire Setting 1% 1% 1% 2%

GLBTQ 5% 2% 3% 6%

Sexually

Abusive 19% 13% 12% 14%

Substance

Use 28% 23% 26% 28%

The pecentage of youth triggering the Adolescent Suicide module on the initial CANS
has decreased from 14 percent in Cohort | to just four percent in Cohorts Il and IV.
Additionally, the S NOSy (il 38 2F 620K / KAf RNByQa { SEdz f
submodules have consistently decreased since Safe at Home implementation. The most
commonly triggered submodule is Delinquent Behavior followed by Substance Use.

Family Functioning

Progress in family functioning was analyzed by looking at the Family Functioning domain
of the CANS which is also broken into specific items witrahdbmain (Tabl2).
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Table22. Number of Youth with Improved Scores in the Family Functioning Domain &

6 & 12 Months

Number of Number of
Number Number of Youthwith Number of Youthwith
of Youth Youthwith Youthwith
: Improved Improved
with a 6 Month a 12 Month
Scores 6 Scores 12
Need on CANS &
» Months Months
Lllt? AL After Initial After Initial
CANS Initial CANS Initial CANS
nitia CANS nitia CANS
Cohort |
Physical
5 1 1 1
Health
Mental
2 2 0 1
Health
Substance
1 1 1 1
Use
Family
24 18 10 6
Stress
Residential
. 7 4 3 2
Stability
Total 29 19 11 7
Cohort Il
Physical
15 8 2 2
Healh
Mental
4 1 1 1
Health
Substance > 4 2 1
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Table22. Number of Youth with Improved Scores in the Family Functioning Domain &
6 & 12 Months

Numb f Number of
Number Number of Y(L:S:h \?vrit(k)l Number of Ycl)JLrth]hV\:i;
of Youth Youthwith Youthwith
: Improved Improved
with a 6 Month Scores 6 a 12 Month Scores 12
Need on CANS & CANS &
» Months Months
Lllt? AL After Initial AL After Initial
CANS Initial CANS CANS Initial CANS CANS
Use
Family
26 15 5 6 4
Stress
Residential
. 10 5 1 3 2
Stability
Total 43 25 7 13 6
Cohort Il
Physical
7 2 1 1 1
Health
Mental
9 3 2 1 1
Health
Substance
3 2 0 1 1
Use
Family
32 15 7 5 4
Stress
Residential
. 16 8 3 3 3
Stability
Total 42 19 8 5 4
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Table22. Number of Youth with Improved Scores in the Family Functioning Domain &

6 & 12 Months

Number Number of ssmrt:\?vrit?]f Number of sgtrjrt]kkﬁvritc:
of Youth Youthwith Youthwith
: Improved Improved
with a 6 Month Scores 6 a 12 Month Scores 12
Need on CANS & CANS &
» Months Months
[ilE! AL After Initial AL After Initial
CANS Initial CANS CANS Initial CANS CANS
Cohort IV
Physical
6 1 0 - -
Health
Mental
6 1 0 - -
Health
Substance
3 0 0 - -
Use
Family
45 9 3 - -
Stress
Residential
. 15 4 3 - _
Stability
Total 58 12 4 - -

The most common Family Funatiag need on the initial assessment is Family Stress
followed by Residential Stability. Of those with a CANS assessmentabrsilxs, roughly 45

percent showed improved Family Stress and Residential Stability scores. Though the number

of 12-month assessnms is limited, nearly twdhirds of the youth showed an improvement
from the initial CANS to the ¥aonth follow~up.

SemiAnnual Progress RepdrtApril 27, 2018

89



Educational Functioning

Safe at Home West Virginia

Similar to the analysis of family functioning, an analysis of educational functioning draws
on the use of CANdata to identify the areas of challenge and improvement for youth in Safe at
Home. Educational functioning items fall within the Life Domain Functioning and Trauma
ExposureCANS domains and are inclusive of four specific items on education:

School Behavior
School Violence

E N N

School Achieveent
School Attendance

Results for ducational functioning are displayed in TaB&

Table23. Number of Youth with Improved Scores Educational Functioning Itemest
6 & 12 Months

Number of Number of
Number Number of umbe .O Number of umbe . ©
. Youth with : Youthwith
of Youth Youthwith Imbroved Youthwith Imoroved
with a 6 Month P a 12 Month P
CANS Items Scores 6 Scores 12
Need on CANS & CANS &
N Months Months
Lkt NEEE Cl After Initial NESE El After Initial
CANS Initial CANS Initial CANS
CANS CANS
Cohort |
SCh.OOI 22 11 5 4 2
Achievement
School
Attendance 14 > S 2 2
SChOO! 33 22 7 10 4
Behavior
SFhOOI 11 4 0 1 0
Violence
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Table23. Number of Youth with Improved Scores Educational Functioning Itemest

6 & 12 Months

Number of Number of
Number Number of ; Number of .
. Youth with : Youthwith
of Youth Youthwith Youthwith
. Improved Improved
CANS Items AL AL Scores 6 s Scores 12
Need on CANS & CANS &
» Months Months
Lllt? Mozl After Initial Al After Initial
CANS Initial CANS Initial CANS
CANS CANS
Total 56 31 13 13 7
Cohort Il
Schf)ol 45 29 17 16 10
Achievement
Sl 31 20 14 7 4
Attendance
SChOO! 50 31 19 10 8
Behavior
S.°h°°| 18 10 3 4 1
Violence
Total 93 57 34 22 14
Cohort IlI
SChPOI 73 32 16 5 4
Achievement
School 49 25 18 5 4
Attendance
SChOO! 53 26 16 2 2
Behavior
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Table23. Number of Youth with Improved Scores Educational Functioning Itemest

6 & 12 Months

Number of Number of
Number Number of ; Number of .
. Youth with : Youthwith
of Youth Youthwith Youthwith
. Improved Improved
CANS Items AL AL Scores 6 s Scores 12
Need on CANS & CANS &
» Months Months
Lllt? Mozl After Initial Al After Initial
CANS Initial CANS Initial CANS
CANS CANS
S.ChOOI 16 6 2 1 1
Violence
Total 122 51 34 8 7
Cohort IV
School
1 - -
Achievement 98 33 6
School
80 23 18 - -
Attendance
School
2 1 - -
Behavior 88 9 9
S.ChOOI 21 5 1 - -
Violence
Total 176 52 34 - -

The most common Educational Functioning need on the initial assessment is School
Achievement followed by School Behavior. Roughly-tiwads of the youth from Cohorts I,
[ll, and 1V show improvement on the snonth followrup CANS assessment when compared
to the initial CANS. Results for Cohort | are lower than the other three Cohorts with 42
percent of youth showing improvement at sixonths. The most improved Educational
Functioning item at both the six@and 12month follow-up is School Attendance while School
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Violence shows the least improvement at both folloyw assessments.
Summary of Outcome Evaluation Results

In general, there are ore Safe at Home youth placed in their own homes and fewer
youth in congregate care facilities at six and 12 months after referral than at enrollment. Safe at
home youth typically have a lower percentage of congregate care entries at six months than
compaison group youth, but the trend does not hold at 12 months. However, youth in Safe at
Home spend significantly less time in congregate care within six and 12 months of referral than
the comparison group.

Like the findings for Safe at Home youth placed icbngregate care initially, a smaller
percentage of youth are moved out of their home county at six months following referral than
those in the comparison group youth; however, a higher percentage are placed outside their
home county at 12 months. Convetg, Safe at Home has a significantly higher percentage of
youth moving back into their home county than the comparison group at six and 12 months
across most Cohorts.

The stepwise regression analyses highlighted for which populations the program is and
isnot working well. It is no surprise that youth with an axis 1 diagnosis are at higher risk of not
achieving favorable outcomes than youth without a diagnosis. The program seems to be
working better for youth referred in Cohorts Il and IV. This outcorpetsntially due to the
changing preference of referring youth to Safe at Home as a prevention measure or due to
better implementation by providers and DHS staff. Interestingly, there are only two outcomes
(i.e., New Referrals and Youth Moved in Countg} tire influenced by the county from which
youth were referred. In particular, youth from Berkeley, Braxton, Calhoun, and Putnam are at
higher risk not to return to their home county at 12 months and youth from Brooke, Hampshire
and Wetzel counties are atgnificantly higher risk to have new maltreatment referrals than
other counties at six and 12 months. The comparison group regression shows several outcomes
with a strong correlation with county, further implying that Safe at Home is implemented
evenly acoss the state. When contrasted against comparison group youth, Safe at Home youth
who are juvenile justice involved or received formal services during the first year of the
program generally show more advantageous outcomes.

CANS assessments have shohat for youth with a skmonth CANS followp, over
half of the youth with at least one actionable item on the initial CANS have improvement.
Furthermore, for youth with a 2-thonth CANS followp threefourths show improvement
from the initial CANS. Youth Cohorts I, Ill, and IV have a marked improvement on their
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Educational Functioning and all Cohorts show improved Family Functioning.
Cost Evaluation Results:

The cost evaluation is used to determine whetlsafe at Home West Virginismore
effective and efficient from a cost perspective than traditional methods used in West
+ANBAYAFI Q& OF 8S62N] @

Four research questions guide the evaluation of costs.

1 Are the costs of providing the Waiver services to a youth and family
less than those provided before tWaiver demonstration?

Safe at Home West Virginia

1 How does Safe at Home alter the use of federal funding sources as well

as state and local funds?
1 What is the cost effectiveness of the program?
1 Is the project cost neutral?

The cost analysis for this reporting period focuses on tistscof outof-home care
and feefor-services costs, comparing costs incurred for youth in the treatment groups to
those in the comparison groups for CohortH,land Il It also provides a glimpse of the
contracted costs for services provided by theaparound providers.

When costs were first examined, a daily rate for room and board expendituses w
RSOSt 21LISR dzaAy3d O2aida AYyOdZNNBR o0& @&2dziK
providing outof-home care to the youth in the comparison cohort wadculated, limiting
the cost to the first 365 days of substitute care for those who remained out of the home

Ay

longer than one year following the date they qualified for inclusion in the comparison group.

This limitation was applied to ensure that the saamount of time eligible for review of
costs for the treatment group was applied equally to the comparison group. Those costs

were then used to compute an average daily rate which will continue to be used for the cost

evaluation going forward. With rates Bj@ct to change year to year, it is important that a

standard rate be developed and applied to eliminate the impact of rate increases and thus

avoid the inappropriate appearance of waiver costs being higher just because of rate
increases.

Using the datarbm the comparison cohort of youth matched to youth in the first
treatment group, the following daily rates were determined.
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Out of State Residential Care $239.91
In State Residential Care $161.95
Shelter Care $150.17
Therapeutic/Specialized Care $5729
Preventive Care $21.47

Those rates were first applied to the number of days youth in the first treatment
cohort were in substitute care, again limiting the analysis to the first year following
enrollment in Safe at Home. The rates were also applbetth¢ number of days youth in the
secondand thirdtreatment and comparison cohorts were in eat-home placement. As
illustrated in Table4, the Safe at Home West Virginia initiative generated a cost savings of
over $ millionin costs for room and boarexpendituresfor youth in the firstthree
treatment cohorts The largest savingsethe result of reducing the time youth spend in
residential cardoth in state and out of state. Table 24 also includes the average cost of
room and board per youth remodefrom their home. The comparison group remains
consistently at roughly $32,000 per youth in each of the Cohort timeframes. Conversely, the
treatment group consistently decreases in each Cohort and averages roughly $23,000 per
youth.

Table24. Cost of Rom and Board Payments

Comparison Group Treatment Group

Cohort |
Out of State Residential Car| $406,891.81 $814,023.52
In State Residential Care $2,242,735.23 $1,127,036.00
Shelter Care $229,310.92 $313,556.78
Therapeutic/Specialized Car $26,467.12 $77,740.00
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Table24. Cost of Rom and Board Payments

Comparison Group Treatment Group
Totals $2,924,533.63 $2,342,489.49
g\::z\g/z dCOSt per Youth $34,405.63 $27,237.%
In State Residential Care $3,546,138.84 $2,320,P6.93
Shelter Care $444,956.29 $698,444.72
Therapeutic/Specialized Car $106,842.38 $75,734.92
Preventive Care $67,368.55 $58,888.45
Totals $5,204,367.62 $3,503,177.79
g\;i:isg dCOSt per Youth $36,140.83 $23,993.99
Out of State Redential Care $1,167,654.73 $490,381.40
In State Residential Care $3,254,784.08 $1,998,185.10
Shelter Care $361,311.11 $459,072.35
Therapeutic/Specialized Car $76,594.24 $74,130.85
Preventive Care $64,062.38 $73,422.71
Totals $4,924,406.55 $3,095,19241
Average Cost per Youth $32,828.82 $19,968.68
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Table24. Cost of Rom and Board Payments

Comparison Group

Treatment Group

Removed

Fee-for-servicesosts(e.g., case management, maintenance, services) were also
examined to determine if Safe at Home was having a positive impact in reducing
expenditures incurred by West Virgini@ameet the needs of youthn total, the amount paid
for fee-for-services for Safe at Home youth is over $490,000 less than the comparison group.
Education &pendituresaccount for the largest percentage of féar-service costs followed
by Other Service Several service categories (e.g., assessment, transportation) are not
reported for Safe at Home youth since they are Administrative Services Organization (ASO)
payments which are now funded through wraparound services.

Table25. Cost of Fedor-ServicePayments

Treatment Group

Service Category Comparison Group

Cohort |
Assessment $15,647.25 $0.00
Case Management $11,653.50 $0.00
Clothing $19,674.97 $9,377.26
Education $36,874.43 $71,148.42
Independent Living $23,224.35 $1,775.59
Legal $529.08 $0.00
Maintenance $22,696.75 $0.00
Other $9,453.34 $5,497.02
Services $18,626.80 $1,205.27
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Table25. Cost of Fedor-ServicePayments

Service Category Comparison Group Treatment Group
Cohort |

Supervised Visitation $3,857.30 $0.00
Transportation $22,464.14 $0.00
Totals $184,701.91 $89,003.56
Case Management $22,379.00 $0.00
Clothing $22,263.16 $21,766.79
Education $46,955.66 $32,210.19
Independent Living $35,037.13 $11,376.92
Legal $1,555.91 $851.34
Maintenance $24,586.75 $0.00
Other $6,448.34 $34,460.20
Services $22,486.57 $3,130.60
Supervised Visitain $6,282.38 $0.00
Transportation $37,641.24 $0.00
Totals $253,349.64 $104,298.79
Assessment $37,260.00 $0.00
Case Management $29,668.00 $0.00
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Table25. Cost of Fedor-ServicePayments

Treatment Group

Service Category Comparison Group

Cohort |
Clothing $26,999.30 $18,149.27
Education $50,550.72 $1,360.00
Independent Living $28,022.63 $1,850.00
Legal $248.28 $0.00
Maintenance $25,100.60 $373.60
Other $22,867.51 $22,383.79
Services $28,192.58 $3,228.98
Supervised Visitation $4,290.00 $0.00
Transportation $41,209.24 $0.00
Totals $294,408.86 $47,345.64

Contracted costs to provide wparound services were also examined. A cost of $136
per day is paid to wraparound providers to provide assessments, case management and
supervisionThese costs may be mitigated by the amount of time caseworkers have to work
on other, nonSafe at Home cas. Using the number of days youth were enrolled in Safe at
Home West Virginia, a total obughly$27.2million has been incurred to provide services to
enrolled youth. The costs equate to an average cosé@f $46per youthin Cohorts I, I, and
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Summary of Cost Evaluation Results

The program has generated a cost savingsdahiflion in room and board costs and a
savings of over4B90,000 for feefor-services for treatment youth in Cohortdll and 11l The
most significant portion of thessavings can be attributed to the reduced time youth spend
in congregate caréacilities As noted above, costs to contract with wraparound service
providers averages4®,346per youth.Some of the costs of wraparound servica® likely
offset by caseworlerswho spend lesime on Safe at Home cases since wraparound
facilitators are providing such intensive services for youth/families.

V. Recommendations & Activities Planned for Next Reporting Period

2Sa0 *+ANBAYAIQa 9@lEdzZd 62NDa wSO2YYSYRIGAZ2Y

Re®mmendation 1: Update training to DHHR and LCA st8&#itisfaction with the
current training curricula is higher among DHHR staff than LCA staff, although all staff are
likely to benefit from updating the preserurricula. Suggestions for improving traigi
include providing refresher courses, how to build informal/natural support systems,
wraparound planning/documentation procedures and how to engage youth and families.
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West VirginiaActivities Planned for Next Reporting Period:

West Virginiawill work with our evaluator and partners to plan for implementing
recommendations as well as monitoring for any program or process improvements.

2Sa0 *+ANHAYAlIQa S@lLftdz i2NAR oAttt 0SS 02y RdzO0
period. Reviews wibe conducted on cases that became active at least 6 months after
implementation of the Plans for Improvement. This is to provide a clear picture as to the
effectiveness of the plans as well as program fidelity and compliance.

West Virginia will proceedith facilitation of Wraparound 101 refresher training to
all appropriate BCF child welfare staff.

West Virginia will continue with the combined meetings with Judgewell as
community partners.

West Virginia wiltontinue workon our sustainability plan as we prepare for transition
out of the IVE Demonstration Waiver in 200\&est Virginia not only plans to sustain
wraparound for the current target population, but the Secretaries Child WeP#aa for West
Virginia is to expand the availability of wraparound to all childr&hpresent West Virginia has
a functioning workgroup that is focused on financial sustainability. This workgroup will
continue to determine and gather the necessary fioiahinformation to inform program
decisions.The Bureau for Medical Services is currently working with BCF on possible changes to
Medicaid to allow for funding of Wraparound servides certain population but also expanding
it to all West Virginia chilégn, not just those served by the child welfare systefhis funding
may have to be braided with other funding streams to fully pay for everything that wraparound
encompasses but these groups are aware workimgugh any issuesWest Virginia has
workedwith our LCAs and our evaluator to gain better understanding of the population that
benefits most from wraparound as well as flex spending and service creation when necessary.
The deep diving into this information will continue as we work on differentiing streams for
wraparound for varied populations

West Virginia is also working on our plan for implementation offdumily Hrst Act. We
believe this will open ughe uselVE funding for those wraparound prevention services and be
another valuable foding stream.
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During thecomingmonths West Virginia will form other workgroups necessary to
take the informationfrom the Finance group as well as our evaluatord begin work on
programdecisions regardingustainability. While the financial wonlayp continuesfocus on
different avenues ofunding.

NEXT STEPS:
WESTVIRGINIAAB/ALUATOR

HZA is in the midst of drafting an Interim Report, summarizing the results of its process,
outcomes and cost evaluation components since implementatiddadf at Home.Additional
steps are being taken to gain a better understanding of the range of services which LCAs
provide with flexible fundsSteps are 8o being taken to better undetand thecharacteristics
of the prevention cases, helping to improve the selectibthe comparison gup of youth and
understand the fators which are contributing to the success of yourthhe treatment group.

HZAwill return to West Virginia for week during this coming summer to complete a
third round of fidelity assessemts. A sample of 48afe at Homeases will be selected, in
proportion to the number of youth served by each LCA. A case record review will be conducted
of the 40 cases, relying primarily on LCA case records to answer questions pertaining to each
phase ofthe wraparound process. In addition to the case reviews, each youth, parent,
wraparound facilitator and DHHR caseworker will be interviewed. Additionally, HZA will
continue to utilize FACTS and CANS data for the outcome and cost evaluations.
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VI. Progam Improvement Policies

1 Title I-E Guardianship Assistance Program (previously implemerntéah)
amendment to the title IVE plan that exercises the option to implement a kinship
guardianship assistance program.

West Virginia amended its Adoption and BeGuardanship Policies as well as INGE
State Plan to accommodate claiming for Guardianship Assistance. This included kinship
guardianship assistanc®HHR Office of Administration as well and the Office of Information
Technologyorkedon the requiements for this expanded claimind\lthough West Virginia is
currently in the proposal process forgtbuilding of the new require@ CWIS system the Office
of Information Technology agreed to work with their current contractor to build a basic system
within the existing SACWIS system to assist with this claiming. The kiiddvieay tight
timeframe andwascompletedand releasean February 23, 2017ln conjunction to this
activitywasthe preparation of the BCF ¥ eligibility staff for the necessargview and
determinations andas well asvork in the field offices with the pulling and identification of
specific kinship guardianship cases. This wodurred concurrently with the build within the
SACWIS system.

1 Preparing Youth in Transition (newYhe establishment of procedures designed to
assist youth as they prepare to transition out of foster care, such as arranging for
participation in ageappropriate extracurricular activities; providing appropriate
access to cell phones, computers and oppdl dzy A G A S& G2 206Gl Ay | F
providing notification of all sibling placements if siblings are in care and sibling
location if siblings are out of care; and providing counseling and financial support
for post-secondary education.

West VirginiEK & YIF RS | 02y aOAz2dza STF2NI G2 ay2NXI
We have made a concerted effort to increase staff and stakeholder knowledge of youth
transitioning by creating a Youth Transitioning Policy that outlines all activities and
requirements for youth aging out of foster care. Several webinars and presentations have been
presented across the state to increase awareness of services available to older youth. These
presentation and webinars include information about allowing our ydatparticipate in
everyday activities, completing transition plans that include giving them information about
advance directives, Chafee funding, completing record checks and developing reasonable plans.
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West Virginia provides every youth who graduateobtains a GED wile in foster care a
computer and any needed software or accessories. We continue to work on advising them of
GKSANI aAo0fAy3aQa f20F0A2y® | 26SOSNE RdzS G2 2Sa
most of our foster youth arelpced with siblings.

West Virginia continues to struggle with the issue of youth in care obtaining drivers
licenses and continues to work on resolving this.

All necessary policies have been drafted and released to the field staff on September 17,
2015with an effective date of September 28, 2015. The policy is also posted on the Bureau for
Children and Families WebsiteA memo was sent releasing the policy to the field as well as
explaining the policy update. A power point was also created fousiaof Home Finding staff
with foster parents. At present a webinar is in developed for all tenured staff and the new
policy is being embedded into new worker training. West Virginiecaiitinue to requireall of
our provider partnergo assure that tleir staff are aware and trained in this area and that they
provide information to their foster families.

This program improvement policy is complete. Plaéicy may be accessed on the BCF
website. http://www.dhhr.wv.gov/bcf

Attachments

AppendixA ¢ Stdistical Similarity of Treatment and Comparison Groups
Appendix B; Number of Youth with an Actionable Item in the Initial CANS

Appendix G Number of Youth with a Need on Initial CANS Who Improved at 6 & 12 Months
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Appendix A. Statistical Similaritgf Treatment and Comparison Groups

Measure Significance | Significance Significance Significance
Cohort 1 Cohort 2 Cohort 3 Cohort 4
Gender 0.593 0.780 0.436 0.836 ChiSquared
Hispanic 0.186 0.650 0.689 0.696 ChiSquared
Black 0.583 0.708 0.630 0.466 ChiSquared
uTD 1.000 1.000 1.000 1.000 ChiSquared
White 0.883 0.765 0.763 0.364 ChiSquared
NHOPI 0.969 0.156 0.317 0.316 ChiSquared
Asian 0.956 1.000 0.317 1.000 ChiSquared
AIAN 1.000 1.000 1.000 1.000 ChiSquared
AsianPI 1.000 1.000 1.000 1.000 ChiSquared
Unknown Race 0.530 1.000 0.476 1.000 ChiSquared
Declined 1.000 1.000 1.000 1.000 ChiSquared
Placement Type 0.999 0.814 0.326 0.608 ChiSquared
Parent Jail 0.530 0.067 0.563 0.313 ChiSquared
Abandonment 1.000 1.000 0.082 0.654 ChiSquared
Child Alcohol 1.000 1.000 0.317 0.654 ChiSquared
Parent Alcohol 0.594 0.703 1.000 0.561 ChiSquared
;aée(:s:er unable | 303 1.000 0.316 1.000 | ChiSquared
Child Behavior 0.454 0.926 0.739 0.456 ChiSquared
Child Disability 0.340 1.000 1.000 1.000 ChiSquared
Parent Death 1.000 1.000 0.563 1.000 ChiSquared
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